


HE 
UNITED STATES 
GOVERNMENT 


NEW ORLEANS MEDICAL 
AND SURGICAL JOURNAL 


EDITORS: 
CHARLES CHASSAIGNAC, M. D. ISADORE DYER, M. D. 
COLLABORATORS: 

Cc. C. BASS, M. D., Prest., Amer. Soc. of Tropical Medicine i a 
JOHN M. SWAN, M. D., Secty. American Soc. of Tropical Medicine 5 Ex Officio 
L. R. DE BUYS, M. D., Secretary Louisiana State Medical Society Ex-Officio. 

RUPERT BLUE, M. D., ‘Surgeon General, United States Public Health Service. 

H. D. BRUNS, M. D., Tulane University of Louisiana. 

C. F. CRAIG, M. D., ‘Capt., U. S. A. 

S. T. DARLING, M. D., Federated Malay States. 

W. H. DEADERICK, M. D., Hot Springs, Arkansas, 

E. M. DUPAQUIER, M. D. (Paris), Tulane Universitv of Louisiana. 

A. G. FRIEDRICHS, M. D., New Orleans, La. 

J. T. HALSEY, M. D., Tulane University of Louisiana. 

JOS. HOLT, M. D., New Orleans, La. 

F. A. LARUE, M. D., Tulane University of Louisiana. 

OTTO LERCH, M. D., Tulane University of Louisiana. 

E. S. LEWIS, M. D., Tulane University of Louisiana. 

R. C. LYNCH, M. D., Tulane University of Louisiana. 

FE. D. MARTIN, M. D., Tulane University of Louisiana. 

R. MATAS, M. D., Tulane University of Louisiana. 

AUGUSTUS McSHANE, M. D., Greenwood, Miss. 

PAU L MICHINARD, M. D., Tulane University of Louisiana. 

J. MILLER, M. D., Tulane University of Louisiana. 

F. W. PARHAM, - D., Tulane University of Louisiana. 

FE. A. ROBIN, M. Tulane University of Louisiana. 

W. H. SEEMANN, “d D., Tulane University of Louisiana. 

ALLEN J. SMITH, M. D., University of Pennsylvania. 

EDMOND aw M. D., Tulane University of Louisiana. 

E. R. STITT, M. I ‘Commander, U. N. 

J. A. STORCK, M. D., Tulane University of Louisiana. 

R. P. STRONG, M. D., Harvard University. 

ROY M. VAN WART, M. D., Tulane University of Louisiana, 











Vol. LXX APRIL, 1918 


EDITORIAL 


THE MESSAGE OF CAMP GREENLEAF. 


Every week, as a reward for excellence in military achievement, 
the Camp banner is awarded to the company of Medical Reserve 
Officers at Camp Greenleaf which has shown the best results. The 
banner bears the motto of the camp, which reads, “Do it now; do 
it well: don’t forget to smile.” 

The every-day doctor who sits at home by his own fireside can 


have no visualization of th coordinated effort of the army and 


civilians who comprise the training camp lor Medical Reserve Corps 
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officers at Camp Greenleaf. For nearly a year medical men, start- 
ine from the easy routine of civilian life, have gone through the 
training, a fresh group every two or three months, and have passed 
on into military service to take up the work of the war at the various 
encampments and “over there.” So far, more than 3,000 men have 
been qualified. Not only have they apprehended the medical duties 
of an officer, but they have learned the discipline and the ethics of 
a soldier which, together, make a training in attributes which, when 
completed, refines the moral aptitude of the man who previously had 
only the philosophy which medical practice brings. 

From a beginning which contemplated the training of small 
groups of men for militarv service has arisen a plan to provide 
properly qualified medical officers for a great army, and when a 
base hospital for several thousand inmates has been completed and 
an outlying camp for 30,000 or more men has been established, the 
task will have reached a consummation of which the Medical ie - 
partment of the army for some time dreamed. 

Such a plan was announced by the Surgeon General at a recent 
occasion, when the Warden McLean Auditorium was dedicated 
Camp Greenleaf. This building is the beginning of the facilities 
for proper teaching of the Reserve Corps under cover. Previously 
lectures and other instruction were given in the open air or wherever 
the opportunity was afforded and in the face of the difficulties of 
inclement weather and other hardships. 

It is an inspiration to duty to witness the review of one company 
after another of medical men, attired in uniform and equipped with 
an earnest intention and a proper esprit de corps, marching in mili- 


tary formation and responding to the commands of their officers as 


soldiers should. Tt is all the more noteworthy in men who. at home. 
arrange their own engagements. own no authoritv over their time. 
and who are accustomed to command, and not to obev. In these 


ranks of medical officers are men of all ages and from the faculties 


s of medicine, as well as from the rank and file 


of the profession, and each sees his duty in this melting pot and 


] 


of teaching school 


does it now. and he does it well, and he does it with a smile. 

When the possibilities of this war opened “pe there were some men 
who saw the great need of qualified medical officers and envisaged 
the development of the necessary material from the civil population 
\t the beginning of the war there were hardly four hundred mem 


hers of the regular Medical Corps, and even now there are only 
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about seven hundred. With a remarkable spirit of cobperation this 
corps has studiously engaged in the problem of preparation of the 
more than 20,000 Medical Reserve Corps officers now commissioned. 
\s the Surgeon General and others in his staff have repeatedly 
stated, the management of the Medical Department of the Army 
in this war is in the hands of the American profession, of which 
the regular Army Medical Corps forms only a small part, which 
will grow relatively smaller as the increasing demands make the 
Reserve Corps larger. Soon there will be no line of distinction in 
the service. 

To Colonel Edward L. Munson, of the Medical Corps, belongs the 
credit of conceiving training camps for medical officers, and at Fort 
Riley, Fort Benjamin Harrison and at Camp Greenleaf nearly a 
year ago such training was undertaken. In each field great success 
has been attained, but, because of the greater difficulties, the work 
at Camp Greenleaf has stood out. Colonel Henry Page began with 
no other equipment for training than the earth, the skv and the 
earnest purpose to succeed. To-day there are quarters, buildings 
for instruction, teachers, and, above all, a flowing stream of gradu- 
ated officers who are carrying the training into various places, ever 
abroad, and, with the training, that spirit of the army which is the 
evidence of the resourcefulness of a great country which, when 
called to duty, meets it with a will to do and, with it all, there is 
the song of the camp and the courage which comes with the smile. 
This is the message that all American men of the medical profes- 
sion may think of it, and if they see no duty in the line which moves 
to the front, they must honor those who go to do it now, to do it 
well, and to do it with a smile. 


THE HAIR BRUSH ABOLISHED. 


On Mareh 1, 1918, under the edict of the Louisiana State Board 


of Health, the hair brush was abolished and prohibited in barber 


shops. hair-dressing establishments and in other public places. 

Repeated attention has been called to the menace of the hair 
brush as a conveyor of disease, and particularly of dandriff, con- 
victed as responsible for something over 90 per cent. of all baldness. 

The action of the Louisiana State Board of Health was im- 
mediately based upon an extended laboratory examination of hair 
brushes obtained from various parts of the State. The results of 
these examinations are published in the Quarterly Bulletin of the 
State Board of Health for December, 1917. 
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The original field of investigation of hair brushes in relation to 
disease as a Board of Health endeavor is worthy of note; more than 
that, it deserves a hearty commendation, and the effort in this direc 
tion should stimulate like action in other States, as well as a further 
investigation in the laboratory field. 

The report of the bacteriologist of the Board, Dr. W. H. Seemann, 
~ interesting because of the possibilities opened up. 

There were 405 hair brushes examined. The microscopic ex 
amination showed cocei, moulds or bacilli in all the brushes ex- 
amined. Cultural examination of material from the hair brushes 
showed : in 307, vram positive bacilli: in aoa. staphylococ 1: in 229, 
vram negative bacilli: in 246, gas bacilli: in 42, moulds; in 6, 
streptococci. 

The report does not discuss in erlenso the particular organisms 
discovered, leaving it to be understood that the report was only 

reliminary. 

The organisms of dandriff (Seborrheie dermatitis) are far from 


definitely determined and the field is one for further eareful study. 


Unna, who was largely responsible for the recognition of Seborrhei 
dermatitis, demonstrated a bottle-bacillus and a morococeus: Sa 
wuraud claims a microhacillus responsible, and Merritt has show: 
the autoinoculability of the dis ase. Nevertheless, no specific or 


ganism has been accepted and a group infection is not acceptable. 


The earl determination ol dandruff infection. however, and the 
ready transfer with the hair brush make it the source of evil, and 
ts elimination will be a large factor in the control, if not in the 
eradication, of a disease which certainly oceasions baldness and 
which is associated with many eczemas, acne and with the develop 
ment of forms of epithelial cancer. 

It is to be hoped that the Louisiana State Board of Health will 
encourage its laboratory workers to go on in this interesting and 
promising field of experiment and investigation. 


THE VOLUNTEER MEDICAL SERVICE CORPS. 


It has been recognized always that the medical profession is made 
up of men whose patriotism is unquestioned and who are eager to 
serve their country. Slight physical infirmities, or the fact that 
one is bevond the age limit (fifty-five vears), or is needed for 
essential public or institutional service, while precluding active work 
in camp or the war zone, should not prevent these physicians from 


close relation with governmental needs at this time. 
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To complete the mobilization of the entire medical and surgical 
resources of the country, the Council of National Defense has 
directed the organization of a “Volunteer Medical Service Corps,” 
which is aimed to enlist in the general war-winning program all 
reputable physicians and surgeons not eligible to membership in 
the Medical Officers’ Reserve Corps. 

It is intended that this new corps shall be an instrument able to 
meet civil and military needs not already provided for. The Gen- 
eral Medical Board holds it as axiomatic that the health of the 
people at home must be maintained as in times of peace. The 
medical service hospitals and medical colleges must be up to stand- 
ard, conserving the health of the families and dependents of en- 
listed men, and the preservation of sanitary conditions must be 
fully met in time of war as in time of peace. 

The needs at home should be met now as well as ever. This 
double burden will fall heavily upon the physicians, but the medical 
fraternity will acquit itself fully in this regard, its members accept 
ing the tremendous responsibility in the highest spirit of patriotism. 

It ix proposed that the services rendered by the Volunteer Medical 
Service Corps shall be in response to a request from the Surgeon 
General of the Army, the Surgeon General of the Navy, the Surgeon 
General of the Public Health Service, or other duly authorized de 
partments, general administration to be vested in a Central Govern- 
ing Board, which is to be a committee of the General Medical Board 
f the 
Medical Section of the Council of National Defense constitutes the 


} 


of the Council ol National Defense. The State Committee « 


(ioverninge Board in each State. 

Conditions of membership are not onerous, but such as any qual 
ified practitioner can meet. Physicians intending to join shall 
apply by letter to the secretary of the Central Governing Board, 
who will send a printed form, the filling out of which will permit 
classification according to training and experience. The data of 
applicants will be submitted to an executive committee of the State 
Governing Board, and the final acceptance to membership will be 
by the national body. An appropriate official button or badge is to 
he adopted. 

The executive committee of the General Medical Board comprises : 
Dr. Franklin Martin, chairman; Dr, F. F. Simpson, vice-chairman ; 
Major William F. Snow, secretary; Surgeon General Gorgas, 


U.S. AJ: Surgeon General Braisted, U. 8. Navy; Surgeon General 
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Rupert Blue, Public Health Service; Admiral Cary T. Grayson, 
Major Charles H. Mayo, Lieut. Col. Victor C, Vaughan and Lieut. 
Col. William H. Welch. 


THE NATIONAL LEPROSARIUM LAGS. 


In 1916 Congress voted $250,000 for a national institution for 
the care of lepers and placed the administration of this fund in 
the hands of the United States Public Health Service. In the 
Journal of the A. M. A., January 19, 1918, Frederick L. Hoffman 
calls attention to the fact that leprosy continues at large in many 
States and that in most places the disease goes on without any re- 
striction, 

The argument has been consistently strong in favor of the pro- 
vision for care of these unfortunates, and there seems to be some 
dereliction on the part of the constituted authorities to whom have 
been given the means to take adequate steps for the lepers in the 
United States. We have more than once noted the fact that the 
United States stand out as neglectful of this disease, when most 
other countries have looked out for it. The extra territorial posses- 
sions of the United States, as Porto Rico, the Canal Zone, Guam, the 
Sandwich Islands and the Philippines, have all hospital or asylum 
to which lepers may go or to which they must go, but here there 
seems to be a faltering step in undertakine the obligation laid on 
the Public Health Service. 

It is no longer doubtful that leprosy may be cured, and it is cer- 
tain that, under careful institutional treatment, the amelioration of 
the disease is more rapid than otherwise. Louisiana has demon- 
strated this. 

Dr. Hoffman calls attention to the plight of Mississippi, with its 
lepers at large and no provision for them, but Texas, Florida, New 
York, Illinois, Wisconsin, Minnesota, and probably many other 
States are in like dilemma. 

The existing provisions by Congress were attained only after long 
and earnest efforts of the committee headed by Senator Ransdell, 
of Louisiana. Previous efforts on at least three occasions failed of 
action by Congress and the proposed legislation died in committee. 
It was on each occasion frequently suggested that the old Marine 
Hospital Service had some responsibility for the failure in legisla- 
tion, as that service wanted the control of any provisions made. 
That control has now been in their hands (in the U. S. P. H. S.) 


for most of two years. What are they going to do with it? 
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DOUBLE RECURRENT AND BILATERAL TUBAL 
PREGNANCIES. 


An Analysis of Eighty-nine Cases Reported in the Literature 
and Three Unpublished Personal Cases. 


By AIME PAUL HEINECK, M. D., Chicago, 111. 


Extra-uterine pregnancy is one of the most important maladies 
of the child-bearing period. It occurs in all races, appears to be 





less frequent in the colored—four negresses in 169 cases. The 
condition, though more frequently recognized than heretofore, is, 
nevertheless, too often overlooked, misdiagnosed, and, therefore, 
mistreated. The safety with which the abdomen is now opened 
affords opportunity for the recognition, study and relief of many 
conditions which previously escaped detection. A more complete 
understanding of the tubal gestation will lead to the saving of lives 
and to the prevention of invalidism. 

Tubal gestation is by far the most common variety of ectopic 
pregnancy. It is single, double or multiple, unilateral or bilateral. 
It may be a woman’s first and last conception; it may be preceded 
by a long period of infertility: it may end a woman’s child-bearing 
career; it may make future pregnancies impossible; it may precede 
or follow a normal pregnaney or pregnancies. It has preceded and 
has followed uterine abortions. Tubal preganey may co-exist with 
an uterine pregnancy. It can occur in the absence of other patho- 
logical states of the pelvic or other organs. Its occurrence in one 
tube does not protect against its occurrence in the opposite tube, 
does not absolutely protect against its recurrence in the same tube. 

Double and = recurrent tubal pregancies have not received 
adequate study and consideration. ‘To facilitate the task of future 
investigators, | have collected, studied and analyzed all cases of 
double and bilateral tubal pregancies reported with sufficient data 
in the English, French and German literature from 1908 to 1916, 
inclusive. Only original reports of cases in which the diagnosis 
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was verified at operation were considered. The statements made 
in this article are entirely based either on these reported cases or on 
our unpublished personal cases. 

Double tubal pregnancies are almost invariably bilateral; excep- 
tionally unilateral. 

Double and bilateral pregnancies are either simultaneous or re- 
currrent. If simultaneous, both conceptions begin at or about the 
same time; both gestations may develop, or one may be interrupted 
and the other continue. Usually, the two foetal cysts differ in size 
and destiny. ‘Twenty-nine of the double tubal pregaancies herein 
considered belong to the simultaneous group. One double tubal 
gestation occurred in a nullipara forty-one years old, another in a 
multipara forty-five years of age. The other simultaneous cases in 
which the age was recorded tabulate as follows: 


Prom 20 to 24, imedusive. .cccccccscccsss 3 eases, 10.34% 
’ ,’ 
From 25 to 29, inclusive. ..........cccese 11 cases, 37.93% 
’ 
From 30 to 34, inclusive................ 7 cases, 24.13% 
From 35 to 39, inclusive................ 4 cases, 13.79% 
, 


As previously stated, the recurrent type is by far the most fre- 
quent (63 cases). Almost always the recurrence is in the opposite 
tube. Recurrence of gestation in the same tube is a rarity. 

The ages of the patients at the time of the second tubal gestation 
and percentage gncidence as to the ages is shown by the following 


table: 
From 20 to 24 years, inclusive............ 3 eases, 4.76% 
From 25 to 29 years, inclusive............ 20 eases, 31.74% 
From 30 to 34 years, inclusive............ 20 cases, 31.74% 
From 35 to 39 years, inclusive............ 7 eases, 11.11% 


Comparison of the two previous tables with the following reveals 
that the age incidence of tubal gestation is not the same as that of 


uterine gestation. 


Normal Births in Chicago, Based on 3,600 Cases (Redfield). 


POE: Pe OO Ps si niicanae nnsees douneeueneeee 31.95% 
TO See Oe ee NG iit cee tan nd banka iekaolew seen 29.72% 
eR OG ee Ri kiss 5 tipo doawawenen dws 18.64% 
IE a OY MY Ia a pears rad Gas wate ate Reloaded 10.14% 


Double and bilateral tubal pregnancies carn occur at any period 
of the child-bearing age. We do not know how often tubal preg- 


nancy recurs; we do not know why it oceurs. Authors are not 
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agreed as to the frequency of recurrence. ~The frequency of recur- 
rence in the practice of various clinicians is shown by the following 
table: 


PRGRMOT. 2.0 2 cecseces 31 cases of tubal gestation, 2 recurred. 
PERS a 69: secmas 63 cases of tubal gestation, 3 recurred. 
Heineck............ 70 cases of tubal gestation, 2 recurred. 
Lothrop. ........... 83 cases of tubal gestation, 3 recurred. 
Rosenstein. ... ......100 cases of tubal gestation, 6 recurred. 
Horrman...........101 cases of tubal gestation, 5 recurred. 
Wertheim. ... ......120 cases of tubal gestation, 7 or 8 recurred. 
Finsterer...........133 cases of tubal gestation, 9 recurred. 


One ectopic pregnancy is not necessarily followed by another 
ectopic pregnancy. Normal pregnancies may be sandwiched in 
between two extra-uterine gestations, 

Months, or even years, may elapse between the incidence of preg- 
nancy in one tube and the lodgment of an impregnated ovum in 
the opposite tube. Some authors reckoned the time interval either 
between the inception of the two abnormal pregnancies or between 
the two operations performed for their relief. 'The latter method 
is basically faulty. 

In our collected cases the interval between the two tubal gesta- 
tions varied from three months to nine years. In twenty-one cases, 
tubal gestation recurrred within one year; in twelve, within three 
vears. In some cases the time interval between the two tubal gesta- 
tions was four years, five years, seven years and seven months; in 
others the time interval was not definitely stated. 

Double, recurrent and bilateral tubal pregnancies occurred in 
women who have never borne living children. Tubal pregnancy has 
recurred in women who have borne one living child, two children, 
three children, four children, five children and six children. 

Double, recurrent and bilateral tubal pregnancies, like other 
varieties of ectopic gestation, not infrequently occur in women who, 
though frequently exposed to pregnancy, have remained sterile. In 
many cases a long period of sterility precedes double, or intervenes 
between two tubal gestations. 

The cause of tubal pregnancy, whether single, double or recur- 
rent, is not definitely known. Many hypotheses have been advanced, 
some very plausible, none of universal application. No causative 
factor, present in every case, has been demonstrated. Not un- 
commonly, co-existing pathological states are found. Are these 
pathological states coincidental or etiological factors? With the 
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data at hand, a positive answer is not possible. The problem call- 
ing for solution is, why does the impregnated ovum fail to find its 
way into the uterus? 

Inflammatory and other degenerative changes of the tubal wall 
do not possess the important etiological réle formerly attributed to 
them. Though all conditions that obstruct, delay or hinder the 
progress of the impregnated ovum to the uterus favor the occurrence 
of ectopic gestation, still many cases occur in which, the existing 
tubal gestation excepted, there is a total absence of pathological 
tubal or ovarian changes, congenital or acquired. Actual examina- 
tion at time of operation has firmly established the fact that an 
inflammatory condition is not present in all cases. “In-a certain 
proportion of cases, the most careful clinical history and micro- 
scopical examination of the specimen will fail to reveal a tangible 
cause for the condition” (Williams). 

It has been believed that the predominant cause of tubal preg- 
nancy is salpingitis, post-abortum, post-partum or gonorrheal in 
nature, with resulting destruction of the tubal ciliated epithelium. 
“T have been able to demonstrate the presence of cilia in nearly 
every pregnant tube which I have examined” (Williams). 

In some cases the presence of co-existing pelvic pathological 
states is recorded, cyst of parovarium, ovarian cyst, polycystic de- 
géneration of left ovary. 

In one case Puppel removed the left ruptured and pregnant tube 
and separated the right adnexa from embedding adhesions. One 
year later the right tube became pregnant and ruptured. 

Smith reports a case presenting the similar features. Wesenberg, 
in his case, removed a first-sized Fallopian tube containing coagula 
and fetal rests. Examining the thickened right tube and finding 
its fimbriated end closed, he incised the fimbriated end and sewed 
the tubal mucosa to the tubal serosa. One year later this repaired 
tube became pregnant. 

All our collected and personal cases were primarily either inter- 
stitial, isthmic or ampullary. All the others were bilateral. These 
ninety-two cases represent 185 tubal gestations. Not one of these 
pregnancies, either first or second, went to full term. 

Sixteen gestations were subjected to operative relief previous to 
tubal abortion or tubal rupture. 

Thirty-two tubal gestations terminated in abortion: seventy-five 
in rupture. In the remaining cases the termination is either not 


recorded or not definitely stated. Termination depends, in great 
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part, upon ‘the implantation site of the ovum; thus, in the isthmic 
form, this portion of the tube not admitting of much distention, 
early rupture is the rule. In the ampullary form, the tubal wall 
offering less resistance in the ampullary region to the growth of the 
ovum, abortion is the rule. Tubal abortions are due to rupture 
through the capsular membrane; they are incomplete, or complete, 
the incomplete being the more common. Complete tubal abortion 
implies complete expulsion of the ovum, membrane and contents, 
into the peritoneal cavity by way of the abdominal ostium of tube. 
In complete abortion, the hemorrhage is usually slight. In the 
complete type there is a partial loosening of the ovum from the tubal 
wall and only parts of the ovum pass into the peritoneal cavity. 
In incomplete tubal abortion the hemorrhages recur, as evidenced 
by repeated colicky pains, laminated clots. Tubal abortion has 
been appropriately designated by some authors as intra-tubal 
rupture. 

Rupture, extra-tubal, occurs at or near the placental site, taking 
place, either into the peritoneal cavity or between the folds of the 
broad ligament. Primary rupture of the ovum, in by far the larger 
number of cases, occurs previous to or about the eighth week; in a 
few cases it occurs later. It may involve any portion of the tube— 
isthmic, middle third, ampullary 





and vary in size from a pin-point 
to a tearing asunder of the entire tube. Even a pin-point rupture 
may cause a fatal hemorrhage. In the only case of this series in 
which hemorrhage apparently caused death the rupture was a small 
orifice on the free portion of tube through which chorionic villi 
projected. The tubal tissues in contact with the ovum offer slight 
resistance to the fetal elements, and, being early invaded by the 
chorionic and fetal cells, the pregnant tube soon undergoes degen- 
erative changes. The tubal wall is weakened both by the continuous 
and gradually increasing distention exerted by the growing ovum 
and by the erosive action of the fetal elements upon the maternal 
tissues. The tubal resistance being thus impaired, rupture is easily 
brought about either by direct perforation by the growing villi or 
by any sudden opening of a large vessel, by the clogging of venous 
channels or by slight external violence, as vaginal examination, 
coitus, fall, ete. 

Bilateral tubal gestation may terminate in tubal rupture in one 
tube and in tubal abortion in the other. 

Tubal abortion and tubal rupture, be the latter intra- or extra- 
tubal, are associated with moderate or profuse internal hemorrhage, 
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either in the lumen of the Fallopian tube, between the folds of the 
broad ligament or into the peritoneal cavity. When capsular 
rupture takes place in a tube with closed fimbriated end an hemato- 
salpinx results. If the rupture involves a part of the tube not 
covered by peritoneum, an intra-ligamentary hematoma results. 
The duration and extent of the hemorrhage will determine the size 
of the hematoma. When the pressure of the surrounding tissues 
and extravasated blood equals or exceeds the intra-vascular pressure, 
all further hemorrhage is checked. In tubal abortion, and in tubal 
rupture of a portion of the tube covered by peritoneum, the 
hemorrhage may be moderate and circumscribed, an hematocele 
results; may be profuse and diffuse, an hemoperitoneum results. 

When hemorrhage takes place into the free peritoneal cavity, a 
practically limitless space, the patient may bleed to death without 
a drop of blood appearing externally. These profuse hemorrhages 
into the peritoneal cavity are designated by the French “inondation 
péritonéale.” 

Blood extravasated in the lumen of the tube, between the folds 
of the broad ligament or in the peritoneal cavity, either undergoes 
absorption, coagulation, organization, cyst-formation, or suppuration. 


FATE OF TITE OvUM. 


The ovum lodged in a tube being always poorly fixed, poorly 
nourished, most tubal pregnancies come to end previous to the eighth 
week. When tubal gestation ends this early, be the termination due 
to ovular apoplexy, tubal abortion or tubal rupture, the ovum is 
absorbed. This is the fate of young embryos extruded into the peri- 
toneal cavity, if they be not removed by the surgeon. When, after 
tubal abortion or tubal rupture, the placenta retains some tubal 
implantation and contracts new attachments to the pelvic wall, 
rectum or other viscus or viscera, the placental circulation thereby 
continuing, the pregnancy becomes tubo-abdominal or tubo-peri- 
toneal in type. Absorption is more difficult after the third month. 

In many operations for early tubal gestation the embryo is found 
in the tube or in the abdominal or peritoneal cavities. This occurred 
in nineteen of our patients in which there were found, either in the 
tube or in the peritoneal cavity, one, two and, in one case, three 
fetuses. Most of these were found at the time of the second gesta- 
tion. ‘The fetuses varied in size from 3 m. m. to 20 ¢. m. 

Ovular debris, placenta, decidual cells, fetal rests, chorionic villi, 
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ete., are more frequently found at time of operation than fetuses. 
In twenty-four cases, the presence of inflammatory adhesions bind- 
ing the pregnant tube to the pelvie wall, to the omentum, to the 
caput coli, ete., is recorded. These adhesions, rarely found at the 
time of the first operation, are not uncommonly noted in operations 
for recurrent tubal gestation. 

The symptoms of tubal gestation, like those of uterine gestation, 
can be classified into presumptive, probable and positive. The 
positive symptoms of pregnancy, fetal heart-sounds, active and 
passive fetal movements, palpation of fetal parts, are usually not 
detected until after the fourth month of gestation. Now, as 81 
per cent of tubal gestations terminate before, at or about their 
eighth week, it can be seen that the positive signs of tubal preg- 
nancy, corresponding to the positive signs of uterine pregnancy, are 
rarely present, and, therefore, rarely detected. In not one of our 
cases were any of the positive signs of pregnancy present. 

Previous to tubal abortion and to tubal rupture, presumptive 
signs of pregnancy, such as amenorrhea, nausea and vomiting, 
bluish discoloration of vaginal walls, pigmentation and _ striae, 
urinary disturbances were noted in many of the cases. Amenorrhea 
is so constant a symptom in tubal pregnancy that its absence is 
misleading. In twenty-nine cases of simultaneous double tubal 
pregnancy a cessation of the menses for a varying period is recorded 
in twenty-seven cases. In the remaining two cases amenorrhea is 
not recorded as present or absent: there was vaginal hemorrhage in 
both, but from the text it is hard to tell whether this uterine 
hemorrhage was or was not a menstrual hemorrhage. Menstrual 
irregularity should arouse suspicion. 

In the bilateral cases in which gestation was of successive occur- 
rence, cessation of the menses occurred, with few exceptions. The 
duration of the suppression, of course, varies according to the age 
of gestation. In some in which amenorrhea is not noted, what was 
mistakenly considered menstrual hemorrhage was a uterine flow 
incident to the termination of the tubal pregnancy. 

Other presumptive symptoms, such as nausea and vomiting, 
colostrum secretion, milk secretion, bluish discoloration of the 
vaginal wall, enlargement of breasts, etc., are less frequently 
recorded. 

Among the probable signs, the most frequently noted in our 
series were changes in size, consistency and position of the uterus. 
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“The existence of an enlarged uterus at any time during the child- 
bearing period should be regarded as presumptive evidence of preg- 
nancy until such a possibility has been conclusively eliminated” 
(Williams). 

The victim of ruptured tubal gestation is not, as a rule, struck 
down without premonitory symptoms or warning. Patient suspects 
pregnancy. Suspicion of ectopic gestation should be entertained 
upon the complaint of sudden pelvic pain in a woman of child- 
hearing age. The most characteristic symptoms that confront the 
clinician are those determined by tubal rupture or by tubal abortion. 
Both of these accidents are associated with pain and with internal 
hemorrhage, the extent of which determines the gravity of the case. 
Very often the patient first comes into the hands of the physician 
some time after she has recovered from the primary shock due to 
tubal rupture or tubal abortion. 

In tubal abortion there may be acute, severe, cramp-like pain, 
limited to the pelvic region or referred to other portions of the 
abdomen; there may be absence of pain. In many cases of tubal 
abortion about the only symptom we have is abdominal pain and 
uterine colic preceding and accompanying the expulsion of the 
decidual cast. 

In tubal rupture the pain is intense, agonizing, may cause the 
patient’s collapse. It is most marked in the lower abdomen, and 
may be referred to the right side, to the left side, to right kidney 
region, to the rectum, epigastrium, umbilicus. 

Coincident with the lodgement and development of the ovum, the 
uterus, during the first three months of tubal gestation, undergoes 
hypertrophy, and its endometrium becomes converted into a decidua 
similar to that observed in uterine pregnancy. Soon after the death 
of the fetus, the decidua is thrown off, being expelled in shreds, 
or as a triangular cast of the uterine cavity, with dimensions cor- 
responding to that of the hypertrophied uterus. According to 
Remy, the expulsion of a decidual cast of the uterine cavity is 
always a sign of ectopic pregnancy. 

Though tubal pregnancy, and especially bilateral tubal pregnancy, 
are frequently operative discoveries, the diagnosis being rarely made 
previous to tubal abortion or tubal rupture, the following symptoms, 
taken in conjunction with a suggestive history and suggestive pelvic 
findings, should make one think of the possible existence of tubal 


gestation: 
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a. Presence of the presumptive symptoms and signs of preg- 
nancy: Morning sickness, milk and colostrum secretion, pelvic 
pains referable to bladder and rectum. 

b. Cessation of the menses. 

ec. Bluish discoloration of the vaginal wall. 

d. Softening of the cervix. 

e. Changes in size, consistency and position of uterus. 


The existence of ectopic pregnancy is highly probable when, in 
association with the above, palpation reveals an indefinitely outlined 
tender, boggy mass to one or both sides of the uterus in a patient 
who has or has had symptoms of acute anemia and attacks of acute 
abdominal pains, especially if the abdominal tumor has increased in 
size with each attack of abdominal pain. 

If, during an intermenstrual period, with or without a suppres- 
sion of the menses, a woman has an attack of severe abdominal pain, 
followed by vomiting, collapse, slight uterine hemorrhage, think of 
tubal abortion. If, after a few days or a few weeks, the same clinical 
picture recurs, suspect the existence of a bilateral tubal pregnancy. 

The severe pain of tubal rupture is accompanied or followed by 
symptoms of abdominal hemorrhage and acute anemia, pallor, 
dizziness, nausea, collapse, weak, thready pulse. A definite muscular 
rigidity is noted by several reporters. In almost all cases associated 
with the above, vaginal hemorrhage, varving in amount, slight, pro- 
fuse, and in duration three to six weeks, is said to have been present, 
These attacks of pain and vaginal hemorrhage, anemia may be re- 
peated. Bi-manual vaginal examination usually detects an elastic, 
often globular, tumor-mass, to one or other side of the uterus, or 
peri-uterine mass occupying the cul-de-sac of Douglas and the two 
lateral cul-de-sacs, and in a few instances even extending into the 
iliac fossa. Previous to rupture or abortion, the fetal cvst may 
(lisplace the uterus in various directions to the right, to the left, 
forward. 

The treatment of ectopic gestation previous to, at time of, or 
after tubal rupture or abortion is operative. As stated in some of 
our previous publications on this subject, we disregard completely 
the life of the ectopic fetus and concentrate our efforts to saving 
the maternal health and the maternal life. The ectopic fetus, in 
all its various forms and at all periods of its existence, is a distinct 
menace to the maternal organism. Operation removes in a few 


minutes what it will require nature unaided, even in the most favor- 
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able cases, a long time to accomplish, and thereby early secures the 
safety of the patient. 

The operation for the relief of ectopic pregnancy, for the control 
of its complications and the cure of its sequela, may be an emergency 
operation, may be one giving us time for ample preparation of the 
patient. In a general way it can be said that an ectopic gestation 
is a malignant growth, and the longer it is unmolested the greater 
are the dangers to the mother. 

In cases of tubal rupture, and also in cases of tubal abortion 
associated with symptoms of abdominal hemorrhage, operative relief 
must be immediately substituted. The patient can bleed to death 
into the peritoneal cavity without a drop of blood appearing ex- 
ternally. Peritoneal flooding calls for immediate intervention. 
Operation is equally indicated previous to tubal abortion or tubal 
rupture, but under these conditions, if the patient is vigilantly 
watched, delay of two or three days is not very significant. 

In all operations for ectopic pregnancy we discard the vaginal 
route. We prefer the abdominal route. Most diagnostic mistakes 
are common conditions that simulate unilateral or bilateral ectopic 
pregnancy, require for their cure an abdominal section : appendicitis, 
hydrosalpinx, pyosalpinx, ovarian cyst, sub-peritoneal uterine fibroid. 
If these conditions were mistakenly diagnosed ectopic gestation, no 
harm has been done. The laparotomy enables one to remove them. 
If they co-exist with a tubal gestation, laparotomy enables one to 
appropriately treat both conditions. We are justified in making 
our diagnoses and basing our management of cases upon presump- 
tive evidence. A large mortality results from delayed diagnoses. 

The most immediate danger of tubal abortion or tubal rupture 
is hemorrhage. Laparotomy permits an immediate and complete 
arrest of hemorrhage. Colpotomy permits an evacuation of blood 
clots. If the blood accumulation has acted as a tampon, its mere 
evacuation may be followed by a recurrence of the hemorrhage. 
Laparotomy not only secures absolute hemostasis, but enables one 
to eliminate the danger of post-operative or secondary hemorrhage. 

Laparotomy permits a more complete removal of ovular debris 
and extravasated blood. It is not necessary to remove all blood 
from the peritoneal cavity. Let there be no needless traumatizing. 
Furthermore, it allows inspection of the pelvic organs and enables 
one to decide at once whether or not the opposite tube should be 
removed. 
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Unilateral tubal pregnancy calls for removal of the pregnant 
tube. The operator must not be haunted by the thought of recur- 
rence. Recurrence in the opposite tube is exceptional. 

We are not justified in sterilizing a woman just because she has 
had a tubal gestation. Remove the unaffected tube: 

a. If there be existing in the patient some constitutional state 
contra-indicating pregnancy, such as epilepsy, alcoholism, worst 
types of neurasthenia, syphilis, mental disease, imbecility, advanced 
tuberculosis, advanced cardiac or hepatic disease, renal, bad types 
of primary anemia. 

b. If there be existing in the patient some pelvic deformity pre- 
venting delivery through the maternal passages of a viable fetus. 

c. If it be imbedded in adhesions, if it be malformed or the seat 
of a congenital anomaly or of inflammatory, neoplastic or other de- 
generative changes; hydrosalpinx, pyosalpinx, ete. 


Do not remove the unaffected tube unless there be existing in the 
patient a condition contra-indicating pregnancy. There are many 
cases on record where a normal pregnancy has occurred after the 
ablation of a Fallopian tube. 

In unilateral tubal pregnancy and. in bilateral tubal pregnancy 
there should be no needless removal of tissues or organs. There- 
fore, if the ovaries are normal or only slightly altered, their preserv- 
ation will be of great benefit to the patient. In addition to remov- 
ing the pregnant tube, fetus and ovular debris, if the patient’s con- 
dition permits, correct co-existing pathological states. Many oper- 
ators, in addition to performing a bilateral salpingo-oophorectomy, 
supra-vaginal or a total hysterectomy, broke up inflammatory ad- 
hesions or removed the appendix vermiformis presenting acute or 
chronic inflammatory changes. Others removed a co-existing eystic 
ovary, a cyst or parovarium. 

In our tabulated cases there were removed forty-two left and 
forty-seven right Fallopian tubes. In fifteen cases it is stated that 
the left ovary was removed. The right ovary was removed twenty- 
two times. In a few other cases portions of the ovary were removed. 
In six cases the conditions were such that the operators were com- 
pelled to perform either a total or sub-total hysterectomy. In 
fifteen instances abdominal drainage was used; in three instances 
vaginal drainage was used. It may be said that, as a general rule, 
the use of drainage in these cases is inadvisable. 
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SOME RECENT LITERATURE ON SHOCK.* 
By F. W. PARHAM, M. D., F. A. C. S., New Orleans 


In an address on shock and its management in 1915 I said: 
“Since Crile opened up the new era in shock investigation in 1889 
we have acquired a vast deal of information, but who can say we 
have arrived at ultimate truth?” At that time Crile’s vasomotor 
theory seemed the most reasonable and the most practical explana- 
tion of shock, and even to-day, though the foundation has been 
seriously undermined, the therapeutic deductions consistently drawn 
from his investigations remain the most satisfactory that have so 
far been suggested. 

But we are living in the most stirring period of the world’s his- 
tory, and while science on the one hand has been busy in evolving 
the most destructive engines of war, it has, on the other hand, 
shown itself most wonderful in the development of the agencies 
intended to preserve life and ameliorate human suffering. The 
medical profession in this war has made itself felt as never before 
in the history of the world. Dr. Crile recently characterized the 
war machine thus: “One part of the machine blasts and breaks and 
tears, terrorizes and kills: the other part conserves and discovers, 
assuages and relieves, reclaims and rebuilds. This is the medical 
part, our part of this war machine !” 

Many new problems have arisen and old problems are finding 
new solutions. Antisepsis has been again revived, for new con- 
ditions confront the surgeon, and his ingenuity is working out new 
plans of treatment, because the old plans have failed. The saving 
of life and the mitigation of suffering are the watchwords now. The 
problems of shock are again in the forefront, and surgeons and 
laboratory workers are busy as never before, for the needs of the 
wounded are greater than ever before. Codéperation is the order of 
the day in every phase of defense. 

At the request of the Committee on Physiology of the National 
Research Council, a coéperative investigation of surgical shock has 
been instituted in a number of physiological laboratories through- 
out the land, and many independent investigations are being carried 


on. Under the impetus of the necessities of war, this work is pro- 


ceeding steadily, and already the fruits are apparent. Since this 


* Read before the Southern Surgical Association, at St. Augustine, Fla., December, 1917 
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world-war began, many valuable papers have been published and 
the literature of the past three years has illuminated many of the 
obseure phases of shock, if it has not settled them. Cannon, in his 
Shattuck lecture, has discussed in a most interesting and instruc- 
tive way the signs and symptoms of shock and has attempted a 
classification and analysis of its phenomena. He examines them 
under four heads: The disturbances of sensation, of motion, of 
respiration and of circulation. He rejects Meltzer’s theory of 
central inhibition as untenable and unnecessary. In a state of 
shock the blood pressure is low and evidence is at hand that in- 
creased synaptic resistance is present—that is, there is a blocking 
of the afferent pathways to the central cells, requiring increasing 
stimulation to pass the raised synaptic threshold. Inadequate blood 
supply impairs the nutrition of the muscles and the nerves inner- 
vating them, thus explaining the general relaxation, the irregular 
and feeble movements and the slowing and weakening of central 
nervous function. Fall of temperature, thirst, sweating and 
pupillary dilatation are to be regarded as secondary. 

The superficial, rapid character of respiration at once refutes the 
idea of Yandell Henderson that undue pulmonary ventilation caused 
by pain is the primary factor in shock. Henderson himself seems 
now to contend less strenuously for his theory. Even acidosis, 
which may, by irritation of the respiratory center, produce in- 
creased frequency of respiration, must be considered secondary to 
some other cause. The circulatory signs of shock are a low arterial 
pressure, pallor, small, thready pulse and a cold skin. To explain 
these, the cardiac factor, the vasomotor factor and the factor of 
blood volume must be studied. The cardio-inhibitory paralysis theory 
of Howell is disproved by the reflex slowing of the heart following 
stimulation of the central end of the cut vagus and by the dropped 
beats caused by adrenalin. That the heart is not at fault is shown 
by its acting as soon as supplied with blood. Low arterial pressure 
may affect the heart, and increased hydrogen-ion concentration of 
“The important considerations 
are to increase the volume of well-oxygenated blood, so as to lessen 
the dangers of acidosis, and to raise arterial pressure to such a 


the blood causes cardiac relaxation. 


degree as to provide a proper flow through the coronary vessels.” 
The cardiac factor is, therefore, not primary in shock, nor is the 

vasomotor factor. The experiments of W. T. Porter, of Seelig and 

Lyon, of Seelig and Joseph, of Frank Mann, of Morrison and 
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Hooker, of Yandell Henderson and many others show this center 
to be not paralyzed, but in a state of increased activity, and Pike, 
Guthrie and Stewart have shown it more capable than any other 
center of withstanding the influences of anemia. Low pressure 
does not prove its exhaustion, for this follows hemorrhage also. 
Cannon concludes that “we must respect the vasomotor center as an 
agent whose capacities for continued action are its most outstand- 
ing feature.” 

The real explanation for the circulatory disturbances is to be 
found in diminished volume of blood in circulation. The same 
thing occurs in hemorrhage, but the explanation is different. In 
hemorrhage the blood is actually lost from the body, whilst in shock 
it is in the body, but not in circulation. There seems to be general 
agreement that it is locked up in the portal system. Clamping the 
portal vein causes the same fall in pressure as in severe bleeding, 
and Mann and Morrison and Hooker have pointed out the distention 
of the mesenteric veins in shocked animals. 

Frank Mann has published some experiments to show that a large 
amount of blood is retained in the splanchnic area in shock. He 
set the problem to determine the actual loss to the circulation. He 
ascertained first the total amount of blood to body weight. This 
he estimated at 7.7 per cent., or 4s of body weight. He thus 
established the normal standard. He then bled the animal from a 
large vessel; this represented the measure of efficient blood. He 
then drew the blood from the venous side (the right auricle), which, 
added to the arterial blood, made wp the mobile blood. The sum 
of these two, subtracted from the calculated total blood, represented 
the immobile or useless blood. In unshocked animals 24 per cent. 
could not be drawn and was considered immobile blood. He found 
that, in shock produced by opening the abdomen and manipulating 
the intestines, 61 per cent. remained immobile. Compare this with 
complete destruction of vasomotor center, which immobilizes only 
12 per cent. In shock the amount of circulating blood is less than 
in section of the spinal cord. A series of experiments confirmed 
these statements. This immobilization of blood takes place beyond 
vasomotor control. 

Mann contends that the pathology of shock and hemorrhage is 
identical. 

A memorandum upon shock and some allied conditions issued 


by the British Medical Research Committee, February 27, 1917, 
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furnishes some exceedingly valuable data intended to aid in the 
elucidation of this complex problem. 

Dale and Laidlaw’s experiments with histamin are fascinating 
in their interest. They find, by the use of the hemoglobinometer 
and the hematocrit, “that the profound fall of blood-pressure pro- 
duced by this substance is accompanied by a striking concentration 
of the blood, amounting in some cases to a loss of one-half the 
original volume of plasma in about five minutes.” But this is not 
the only way in which the blood volume in circulation is reduced. 

While the evidence seems to point to constriction of the arterioles 
in shock, “they provisionally attribute the shock in the first instance 
to a widening of the whole capillary area in the viscera and the 
musculature.” They instance Colton, Slade and Lewis (Heart, 
1917) as furnishing evidence of “active contractility of the capil- 
laries.” Dale and Laidlaw suppose that, under the action of the 
poison, the capillary tone is lost, “so that, the blood from the 
arteries being diffused and stagnant among the slack capillary 
channels, the quantity of blood reaching the veins is inadequate 
for the filling of the heart.” 

About the main fact, that there is depletion of the macroscopic 
vessels, both arterial and venous, there can be, they say, no room for 
doubt; it will be obvious how this deficiency will be aggravated by 
the direct reduction of blood volume by loss of plasma to the tissues. 

The loss of plasma, too, increases viscosity, which still further 
impedes the flow. This impeded flow leads to defective oxidation, 
with resulting acidity, and so, to further loss of water by osmosis, 
as suggested by Henderson. Frank Mann likens the phenomenon 
to the stasis of inflammation. 

Lastly, the fall of arterial pressure, due to defective filling of the 
heart-chambers, and the increased viscosity of the blood, will 
seriously interfere with the coronary circulation and, consequently, 
the nutrition and oxygenization of the heart muscle itself. A series 
of “vicious circles” is set up. 

Dale and Laidlaw, impressed by the similarity of these phenomena 
to those of shock, made the experiments with animals in shock and 
found similar phenomena developing. 

Captain Marshall (R. A. M. C.) made some observations in 
France on the hemoglobin content of blood, which seems to support 
the view that oligemia is an important factor. 

Experiments are also reported of Dale and MeIntosh with or- 
ganisms of the gas gangrene group isolated from human material. 
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The evidence available indicates a striking similarity of origin 
underlying the similarity of symptoms between the toxemia of gas 
gangrene and shock-like conditions. 

Effects of the same kind are produced by other products of protein 
digestion, bacterial products, etc. 

Bainbridge and Trevan also are referred to as conducting experi- 
ments on the effects produced by the systemic and portal circula- 
tions by repeated injections or by long-continued slow infusion of 
adrenalin. The same factor of concentration of blood has presented 
itself. The inquiry was suggested by the observation of Elliott, 
Cannon and others, that extreme emotion or severe pain, factors in 
some cases of shock, are accompanied by an outpouring of adrenalin. 
The significant fact was made out of a great rise in portal pressure, 
the systemic venous pressure remaining unaltered. This was ac- 
companied by great loss of plasma and increased viscosity, as shown 
by the relative increase of the corpuscular element. There was 
evident obstruction in the liver. The nature of the obstruction will 
be the subject of further investigation. 

Mann contends that shock and hemorrhage are identical in all 
essential particulars. In one respect, however, most important for 
the purposes of the surgeon, the two conditions differ materially, 
as has been clearly pointed out by the British Research Committee. 
In hemorrhage, even of sufficient severity to diminish the output 
of the heart and lower the blood pressure, if the case be not allowed 
to go too far, normal reaction may yet take place, fluid be drawn 
back into the vesssels and restoration be established, and this, we 
know, may be enormously assisted by transfusion of blood or by 
saline infusion. In shock, oligemia is pronounced, the outgo of 
plasma into the tissues continuing in spite of the introduction of 
fluids into the blood. Only the most temporary benefit is accom- 
plished. So long as a man is alive there is hope in hemorrhage if 
fluids can be introduced. So bad, however, is the picture in shock, 
that Rendle Short declared in 1914 that it was hopeless to do any- 
thing for the shocked victim. In hemorrhage, too, cardiac stimu- 
lants have a place, but in shock they are worse than useless, until 
reaction can be otherwise established. 

The various experimental results in this report “suggest that the 
removal of blood from effective circulation may be brought about 
in more than one way,” by blood poisons, such as histamin, protein 


substances, bacteria or their products, such as the gas bacillus of 
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Welch, as well as by hemorrhage and traumatisms. We might add 
to these caisson disease, in which air embolism occurs (Pike), and 
Simonds calls attention to two very widely used methods of inducing 
a condition of low blood pressure simulating surgical shock in man, 
namely: peptone poisoning and fat embolism. In both these the 
fall in blood pressure is marked and the condition cannot be readily 
distinguished from shock. There are some differences which seem 
to favor the statement of the British Research Committee that there 
may be different forms of shock and that the forms are related to 
the cause. In peptone shock the blood accumulates in the liver and 
the right heart is empty. In fat embolism there is general venous 
stasis, and both right auricle and ventricle are dilated, owing to 
the pulmonary obstruction. There is loss of tonus in the one case 
in the pulmonary, and in the other in the splanchnic vessels. 

May there not be a special traumatic type of shock marked by 
obstruction in the liver, as shown by swelling of this organ and 
congestion of the portal system? The work of Simonds seems 
to indicate that this may be differentiated from another form of 
shock without this feature. May not traumatisms of different parts 
of the body affect differently various areas of the vast capillary 
system, if the views of Colton, Slade and Lewis, that capillaries 
have contractile power of their own, are to be accepted, so that in 
the one case we may have primarily the portal circulation, in an- 
other the pulmonary and in another the intracranial area affected ? 
As surgeons we must, with Bloodgood, take issue with Mann, who 
asserts that shock can only be induced in an animal under ether 
by opening the abdominal cavity and irritating the intestines. If 
it be correct that, in an animal under ether, no amount of peripheral 
irritation will bring it into a state of shock, I am sure most active 
hospital surgeons have seen many a man reduced to dangerous, 
often fatal, shock by severe crushing of limbs or head. What is the 
experience of this war? Even operative shock under ether we have 
seen. W. T. Porter remarks that, in beginning his study of trau- 
matic shock in France and Belgium, he asked what wounds were 
most often followed by shock, and was told by the surgeons of 
Compiegne and La Panne that shock was most frequent after shell 
fractures of the femur, less so after injuries of the smaller humerus 
and small bones. Again, in his third article, published September 
6, he reports that, of numerous wounded, “the only shock was that 
eaused by fracture of the femur or by multiple wounds of the sub- 
eutaneous tissue.” He substantiates these statements in his fourth 

° 
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communication (September 6, 1917). Archibald and McLean, who 
spent eighteen months in service in France, report, in a paper read 
before the American Surgical Association, practically all the 
wounds “were of the locomotor system or the abdomen.” Porter, 
in his fifth communication, states that “in over one thousand con- 
secutive cases of shock no instance was encountered except in severe 
abdominal injuries, fractures of the femur and multiple severe 
wounds of the subcutaneous tissues.” In the abdominal cases he 
thought the mechanism was clearly direct injury of the great 
splanchnic system. In the other two types, the cause was, in his 
opinion, fat embolism. The shock in the fat embolism cases came 
on later—several hours or even days. Bissell, referring to Blood- 
good’s criticism of Frank Mann’s view that he cannot agree that 
abdominal exposure is the only way to cause shock, argues that the 
cases spoken of by Bloodgood were perhaps cases of fat embolism. 
He calls attention to the masterly descriptions of Park thirty-three 
years ago, and expresses the opinion that Bloodgood’s cases and 
those of Park might be interchangeable, so closely do they resemble 
one another. So that, as he seems to sugggest, the crushed limbs 
and wounds of the soft tissues generally should be explained by fat 
embolism and the abdominal cases as pure shock. This is the con- 
clusion to which Porter comes after studying the various kinds of 
wounds seen in France. Pike writes: 

‘* Whatever the other conditions in traumatic shock may be, we find 
strong evidence for the view that some physical damage within the 
central nervous system must be included among them. No return of 
function, or only an extremely slow and imperfect return, is possible, 
so long as the blood pressure remains low. Neither low blood pressure 
of the magnitude recorded in cases of surgical or traumatic shock, nor 


the diminished supply of blood to the brain, is sufficient in itself to pro- 
duce such speedy death as is often reported.’’ 


Guthrie, as a result of his very thorough investigation of all the 
phenomena of shock, feels inclined to attribute the earlier stages 
“largely to degradation and fatigue of the bulbar centers,” which 
seemed to show greater anemia than that of the higher centers, as 
indicated by the persistence of eye reflex. The evidence seems to 
indicate “fatigue of the nervous tissues as a causative factor of 
considerable importance.” 

The treatment of shock resolves itself into measures intended to 
raise the blood pressure and restore the animal heat. W. T. Porter 
found remarkable absence of nervous shock in the midst of the most 
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horrible carnage, so that the psychie factor seemed to play a very 
small rdle. In the badly wounded he found the blood pressure a 
most valuable guide, especially the diastolic. When the diastolic 
pressure fell below 50 m. m- the condition was very grave and re- 
suscitation was doubtful, but when reaction could be brought about 
recovery was often rapid. Elevation of the lower limbs, and head 
lowered just below abdomen, was the best position. A special table 
was devised, which enabled the patient to be kept warm in the proper 
position. Saline infusion was given for temporary effect, and some- 
times adrenalin, given in weak solution continuously, was advan- 
tageous, but the saline infusion was temporary in its effect unless 
the blood pressure could be raised. Porter speaks highly of respira- 
tory suction, or the thoracic pump. By introducing carbon dioxide 
into the air breathed, the chest was expanded and a powerful trac- 
tion force exerted on the blood in the liver, drawing it through and 
establishing reaction in some very bad cases. Cannon, recognizing 
that the retention of the blood in the splanchnic area was due to 
the obstruction in the liver, tried pituitrin diffused over the portal 
vein, with the intention of producing contraction of the smooth 
muscle and forcing the blood through. Adrenalin was contra- 
indicated, because it contracted the portal terminal vessels in the 
liver. It is doubtful if the action of pituitrin can be limited to the 
portal vessels in the abdomen. Cannon’s recommendation would 
necessitate a certain amount of manipulation in order to deposit 
the pituitrin, and in any but an abdominal operative case would 
require a special incision. For this reason, then, and also because 
it would be impossible to confine its action to the portal radicles, 
it would seem an impracticable procedure. The suggestion of Porter 
is simple and worthy of trial, because so easy to apply. 

Finally, as the alkali reserve is probably reduced in all these 
cases, the administration of bicarbonate of soda might be tried with 
advantage. Dawbarn’s suggestion of bandaging the limbs is to be 
employed in conjunction with the respiratory suction. This would 
have the effect of drawing the blood to the right heart, not only 
from the vena cava, but also from the portal capillaries. There is 
one danger suggested by Simonds: the suction might, in fat em- 
holism, draw the fatty globules from the lung to the left auricle, 
and be there sent with fatal effect to the brain. 





In conclusion, shock must be considered a disordered condition 









of the higher nerve centers, due to the centripetally carried impulses 
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of irritation resulting from traumatism ; the lowered blood pressure, 
diminished sensibility, pallor, cold skin and feeble pulse are to be 
explained by the diminished volume of blood sent out by the heart, 
owing to its being locked up principally in the splanchnic area. In 
operative work it may be prevented by local analgesia, whenever it 
can be applied, and, in the traumatisms of accident and war, is to 
be treated by quieting by morphia the irritation of the nervous 
centers, by favoring the flow of blood from the stagnant splanchnic 
area to the heart and brain and by the application of heat to the 
surface. The flow of bloed to the heart is favored by elevating the 
lower part of the body and by utilizing the thoracic pump by the 
stimulating effect on respiration of carbon dioxide, as suggested by 
Yandell Henderson and Porter. 

Stimulants seem to have no place in the treatment of shock, but 
the use of saline infusion, of the transfusion of blood, with the aid 
of such agents as pituitrin to raise the blood pressure, may be of 
temporary benefit. Hypertonic salt solution, with the addition of 
the calcium salts, will be better retained in the vessels than normal 
salt solution. Hogan’s gelatin solutions or Bayliss’ addition of 
acacia to the fluid seem to offer some advantages over the simple 
physiologic salt solution, but, since the escape from the vessels of 
the blood plasma is a prominent feature in pronounced shock, as 
shown by the British Research Committee, it can hardly be expected 
that any of these solutions, even blood itself by transfusion, will 
remain in the vessels under aggravated conditions of shock, unless 
reaction can first be brought about by other measures, such as that 
suggested by Porter. Such a condition of shock is practically 
hopeless. 
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THE TREATMENT OF PELVIC INFECTIONS SHOULD 
BE STANDARDIZED.* 


By S. M. D. CLARK, M. D., F. A. C. S., 
Professor of Gynecology and Clinical Obstetrics, Tulane University of Louisiana, 
New Orleans. 


Infections are the most frequently encountered disorders of the 
female pelvis. Though the subject has been under consideration for 
generations, the condition at the present day is variously managed, 
and in many cases treated in a most superficial and haphazard 
manner. 

The human race may civilize and Christianize, but pelvic infec- 
tion will ever be present. It would appear that the higher we 
evolute the more prevalent and malignant do these infections be- 
come; hence it seems highly important for the profession to agree 
upon some standard method in their management. 

Notwithstanding the ages through which infections have been 
observed, we still have a healthy minority who defy the accepted 
dictum, and even among the majority, though they subscribe to its 
general principles, there is a noted evidence of lack of detail and 
refinement of the treatment. Many of us are not sure of our 
pathology. Without this as a compass it is awfully easy to stray 
from the accepted pathways and allow certain infringements upon 
the recognized decorum, any violation of which seriously handicaps 
the end results. 


* Read at the 38th Annual Meeting, Louisiana State Medical Society, Alexandria, La., 
April 17, 18, 19, 1917. [Received for Publication March 5, 1918.—Ebs.] 
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It is an interesting psychological fact that most of us cannot 
follow or reason out a pathological process of the female pelvis with 
anything like the clearness and precision as can be done in say, the 
upper extremity. The circuit of thought seems to break, there is a 
lack of continuity; hence, to overcome this regional hindrance, it 
distinctly aids one to figuratively lay the anatomy of the pelvis on 
the table. 

We are indebted to the dazzling mentality of that medical genius, 
intellectual giant and surgical marvel, John B. Murphy, for the 
following splendid pathological resumé and exposé of pelvic in- 
fection : 

1. Vagina. 

2. Cervix. 

Atein of Tarvasiem. .... 2.2.2... , 3. Uterine surface. 
| 4. Tubes. 

| 5. Peritoneum. 


Lymph spaces. 
Lymph vessels. 
Blood vessels. 
Continuity of tissue. 


Routes of Septic Transmission. . 


Infections in Parturition— 
{ Vaginitis. 
) Vulvitis and paravulvitis. 
Pelvie cellulitis. 
Pelvic lymphangitis (with or without 
abscess). 
Pelvic thrombophlebitis. 
Sub-peritoneal cellulitis; acute virulent, 
fatal. 
From operation. 


| 
| 
| 
( 
Placental Base: 
Infections from Uterine Thrombophlebitis. 


Vaginal wacerations: 


Cervical 
Lacerations: 


Surface: Cellulitis of broad ligament. 
Endometritis, acute, infective. 


Mucous surface: Through ostium into 


Secondary Infection from pelvic peritonitis. 
Tubes: Through lymph vessels into the broad 


ligament. 


Thrombopblebitis. 
Acute septic peritonitis. 
Sub-peritoneal cellulitis. 
Intramural infections. 


Infections in Abortions and Miscarriages... 


Neisserian. 
| Pneumococcus. 
Vaginal Infections From Below............ { Pyogeniec. 
| Tuberculosis. 
| Colon bacillus. 


f Tuberculosis. 
Infections from Above, Non-Puerperal...... Jarcinoma. ; 
-neumococcie and allied 
pus infections. 


( 
I 


l 
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There is nothing peculiar about pelvic pathology; it differs very 
little, if any, from the other basic laws observed in other regions. 

First consider some of the lesions encountered in puerperal infec- 
tion, for this is a disease with which we are all confronted. The 
vagina, in 90 per cent of deliveries, is subject to damage to a more 
or less degree; its close proximity to that highly contaminated 
bacteriological field, the anus, makes it all but impossible to escape 
infection. Why is it that we do not witness more serious con- 
sequences accruing from these infected vaginal lacerations? It is 
because nature prepares the area by a “coffer-damming edema and 
swelling that precedes delivery,” thus blocking the avenues of dis- 
semination. In the cervix it is quite the opposite; this region is 
abundantly supplied with lymphatics and offers, when injured, the 
most ideal site for the rapid transit of infection. Through these 
numerous lymphatics the organisms strike directly through the 
cervical wall, being checked in most instances by nature’s unique 
process of defense, ending in a parametritis, a lymphangitis, pelvic 
thrombophlebitis, ovaritis, salpingitis or sub-peritoneal cellulitis. It 
is the latter complication that proves so often fatal in puerperal sepsis, 
especially if the streptococcus is the organism. The invading coccus 
drives straight through, shaking off all efforts of nature to block its 
progress, ascends retroperitoneally, deluges the patient with an 
overwhelming septicemia and ends in a fulminating death ; it is the 
true submarine. 

The puerperal cervix has never commanded the bacteriological 
respect that its anatomical peculiarities justify. It should be ap- 
proached with the same sacred reverence as we do the abdomen. 
Fewer examinations and digital manipulations should be made; 
keep the fingers out of the vagina and make a cervical examination 
enly when imperative. When temperature develops after delivery, 
one’s first thought runs to the interior of the uterus, whereas, in 
many instances, the trouble is altogether below the internal os, and 
far removed from the interior of the uterus. How futile are the 
intra-uterine manipulations in such pathology ! 

Except in the virulent streptococcal cervical infections, nature 
usually stops the infectious process, it ending either in resolution 
er suppuration. Where suppuration follows, this forms the true 
pelvic abscess, being entirely connective tissue in type, with no 
capsule, and is extraperitoneal. In this type of abscess, drainage 


gives the same brilliant results as is witnessed in drainage of an 
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abscess of the leg or arm; there is no infected mucous lining, and, 
further, these cases may shortly after become pregnant, since their 
tubes have never been involved. 

The placenta attachment is the point through which the greater 
number of infections take place. Here the veins play a more im- 
portant role in transmission than do the lymphatics, since the latter 
are not nearly so abundant in the fundus as in the cervix. From 
this seat we encounter our serious cases of thrombophlebitis, develop- 
ing a week or two weeks after delivery. Though in certain virulent 
infections grave symptoms may develop from this avenue of in- 
vasion, still in the vast number they are not nearly so deadly as the 
cervical route. 

The tubes become involved through the infection progressing by 
way of surface continuity from the endometrium, and, too, may be 
reached by direct lymphatic invasion. The infected tube sways as 
the tendril of an octopus and adheres to whatever structure it strikes. 

As a result of leakage from the fimbriated end of the tube or 
direct lymphatic progression, the peritoneum becomes contaminated, 
resulting in peritonitis. Rarely does this sequence prove fatal, but 
rather ends in resolution or suppuration; if the latter, then the 
pseudo-pelvic abscess develops, which has quite a different prognosis, 
as well as pathology, from the true pelvic or simple connective tissue 
abscess. In the former, the focus of the suppuration lay in the 
diseased mucous membrane of the tube, hence drainage from below 
is, as a rule, only a temporizing step, since, with the diseased focus 
still remaining, recurrences of pus collections are most apt to occur. 
In puerperal tubal involvement, not of Neisserian origin, the 
prognosis is very good towards the tubes clearing under proper 
treatment. 

In abortions and miscarriages, the routes of infection are along 
the same lines as in the full-term uterus, only the cervix is not so 
likely to sustain damage, therefore, does not play as significant a réle. 
The source of entrance is mainly through the decidual or placental 
site and by continuity of the tubes. The one great danger in abortions 
is that they are not looked upon with the same gravity as is full-term 
labor. This very position renders them responsible, or causes them 
to mark the starting point of many a wrecked or disintegrated 
pelvis. In natural abortions vaginal examinations should be made 
with strict misgivings, and the attendant should constantly keep in 
mind the fear and dread of conveying infection to an uninfected 
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field. Further, abortion cases should be supervised with the rigid 
care as is done in full parturition. 

With this brief resumé as a key, it automatically guides one into 
rational lines of defense. Have we any specific treatment for in- 
fections? Other than prophylaxis there is none. 

The inflammatory reaction resulting from infection is not a dis- 
ease per se, but is nature’s method of defending herself against an 
invading enemy. Therefore, in a given case of puerperal infection, 
if one is positive that all secundies are accounted for, the keynote of 
the entire plan of treatment resolves itself into one of a masterly 
local inactivity combined with a supportive constitutional treat- 
ment aiming at so placing the patient that the maximum chance is 
given nature for the mustering of her full endowed resistance. 
Medicine is a study of the laws of nature, and the physician know- 
ing these laws should guide his patient within these limits. 


The paramount consideration in puerperal infection is the con- 
stitutional side. Once the infection is there, except in saprophytic 
types, it is useless to chase after the organism that has already 
buried and hied itself to distant fields. When fever develops the 
condition is essentially systemic. After years of the most caustic 
criticism, the curet has been about laid on the shelf, but we see other 
forms of pernicious local activity in the intrauterine douche, vaginal 
douche, wiping out the uterus, numerous examinations, ete. This 
is nothing more nor less than treating the family. The pressure 
of the ever-anxious family forces some into fussing around in the 
uterus. If one carefully inspects, at the time of delivery, the 
placenta and membrane and is positive that it is intact, then, from 
a local standpoint, should trouble develop, keep hands off. Should 
one be unable to answer for the contents of the uterus, then, ex- 
cept where there is already an exudate, he should explore its in- 
terior, having as his creed, “Empty with the least traumatism.” 
The finger, gray cells and surgical sponge forceps are all that is 
needed. The local side should be quickly settled and attention 
given to the general constitution. ‘Put the case on the porch, where 
she gets abundant sunshine and air, fill her with fluids and nourish 
freely to the limit of her assimilation. Give liquids in abundance 
by mouth, and, too, by proctoclysis administer the glucose and 
bicarbonate drip. Control temperature by sponge and ice bag. In 
every way possible aid the economy to bring forth its best defense, 
and do not deter the efforts of nature in executing a vicious local 
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meddling. Under this regime the mortality is exceptionally low. 
When exudates form, under a continuation of the treatment, the 
great proportion will absorb, or, should they end in suppuration, 
then drain from below. 

Infected abortion cases should be managed on the same broad 
plan. By carrying out this supportive and rest plan for several 
weeks, and even months, if need be, many of the badly infected 
cases will entirely clear; especially is this true of the streptococcal 
or staphylococcal type, but not equally true of the Neisserian. 

In taking up some of the non-puerperal infections, the Neisserian 
organism claims first consideration. Whereas 80 per cent of us 
realize that no pelvic infection should be radically attacked during 
the acute stage, still, from a goodly observation in general hospitals, 
it is my conviction that, even though this teaching is vaguely ac- 
cepted, it is not rigidly carried out, and, further, the reason why 
they should not operate does not seem to be entirely clear. Why is 
it that we do not want to operate during the acute stage? What 
is to be accomplished by the rest plan and not touching the case 
until certain stipulated requirements have been fulfilled? These 
are some of the questions that can well be asked. The bacteriological 
menace to the peritoneum should stay surgery. In over 90 per 
cent. of all cases, properly prepared, nature sterilizes the pus collec- 
tion, so that, even if it be spilled in removal, no untoward results 
occur and drainage is not necessary. 

We seldom use drains in these cases, and when it is used it is not 
with the idea of coping with infection. 

After the employment of this rest plan many of these cases get 
complete symptomatic relief, even though anatomically they are far 
from well. This is all that they want. What do they care, as long 
as they enjoy perfect health? The way nature seals and sterilizes 
the tubes is beautiful, later converting the pus-tube into hydrops or 
hydro-salpinx. Often have I gone into the abdomen for other causes 
and found the most striking picture in the pelvis, in that the entire 
arrangement is sealed and cleverly tucked away, marking a com- 
plete symptomatic triumph for the body defenses. 

With the Neisserian infection one cannot expect too much in a 
curative way by conservative measure; however, they should be 
given a chance. Even looking at it from the most gloomy angle, 
often we are able to conserve one or both ovaries, they becoming in- 
volved from being in bad company, the tubes. 

Isn’t the technic difficulty rendered much easier after nature has 
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cleared away her defense or breastworks, the exudate? Do we have 
to deal with nearly so many adhesions and raw surfaces when the 
process is allowed to thoroughly cool? Are we not in a position to 
practice the maximum conservatism after the segregation of the 
diseased from the healthy, and lastly, as a result from this scheme, 
do we not find that in 20 per cent. of cases there is no need of 
surgery, since there has been a restoration to the normal anatomy ? 

There is no law so essential to nature in combating an infection 
as is rest. We see its need in every known infection; hence this is 
the keynote of the plan of battle. After the infection is in the tube 
or ovary we have no local means of destroying the bacteria. We are 
entirely dependent upon the body’s defensive forces. 

Put the case to bed. This should be absolute. Do not allow her 
to sit up in bed or put her feet to the floor; a rigid recumbent 
position should be maintained until all temperature has subsided. 
Nourish freely; put out in the sun and so arrange for free access 
of air. Control pain and temperature with ice bags and aspirin. 
Flood with fluids, making use of the rectal route wherever the 
stomach does not permit. Most of these cases are dessicated, their 
skin is parched, tongue is dry and coated, and the urine is highly 
colored, all of which shows the need of fluids. 

It is a revelation to see, under this treatment, these cases literally 
transformed both constitutionally and locally. They autogenously 
vaccinate themselves and establish their own immunity. Their tem- 
perature and blood count reach normal, tongue clears, all pain dis- 
appears, appetite returns, they sleep well, and, from having been a 
poor surgical risk, now possess a wide margin of safety. 

Simpson’s four commandments to be complied with in these cases 
before surgical intervention is resorted to are: 

1. ‘*Patient shall have recovered from acute illness and shall have 
required a satisfactory margin of reserved strength.’’ 

2. ‘*Temperature shall not have risen above normal a single time for 


9 


a minimum of three weeks. 
3. ‘*There shall have been no marked or persistent rise of tempera- 
ture following a careful bimanual examination.’’ 
+. ‘*The inflammatory exudate surrounding the focus of infection 
shall have been completely destroyed. ’’ 


Adding a fifth consideration, “That the blood count should be 
normal,” these commands form an ideal working basis in manag- 
ing pelvic infection. Using these cardinal laws as a guide, Simp- 


son’s mortality was less than one-third of one per cent. When oper- 
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ations were done in the presence of marked exudates, his death rate 
was 12.5 and slight exudates 4.6. It can never be foretold when 
exudates are highly infectious, 

Without my knowledge, the mortality rate of my hospital service, 
in which infection plays a large part, was taken and found to be 10 
per cent. lower than that of one of my associates, who, though an ex- 
ceedingly able surgeon, did not apply these commandments to his 
infected cases. My hospital cases of infection do better than my 
private ones, since the question of expense causes the latter to be- 
come anxious and impatient. After this rest treatment we send 
many cases home without operations. This was learned in having 
opened cases who, upon admission, had pelves of masonry, but after 
rest of several weeks cleared up, and, much to our surprise, upon 
operating, find only here and there little cobweb adhesions, they 
marking the whereabouts of the recent battlefield. 

From the standpoint of physical and financial economy, what a 
useful service would the physician in general work render his 
patients if he properly prepared them prior to submitting them to 
surgery ! 

It might be argued, in carrying out this rest plan of treatment, 
that when the patient is feeling so well she will decline surgical 
intervention. In answer to this it may be said that, even should she 
decline to be operated upon, she may be one of the fortunate ones 
in never having another attack, and, though anatomically abnormal, 
symptomatically she is well. On the other hand, if her experience 
has taught her that she is having these exacerbations at repeated 
intervals, each attack being more severe than the other, but few will 
decline surgery after being properly prepared. 

All general hospitals should have a rest ward for pelvic infections, 
with one in charge whose surgical activities are confined to patients 
other than in this ward; and these rest patients should not have 
surgical relief without his approval, they having fulfilled the Simp- 
son requirements. 

When pelvic infections are distributed in the various services, 
each service being limited in bed space, one finds that the average 
operator becomes impatient to dispatch the patient and clear his 
ward ; therefore, we witness many of these cases being operated upon 
when they are totally unprepared. 

Finally, let me make the plea that conservatism be exercised in 
all infections of the pelvis. Nature has endless resources; give the 
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tubes and ovaries a chance by giving the endowed defenses a chance. 
If the process of defense is inadequate, as is evidenced in repeated 
attacks, and the life of the patient is tending toward that of chronic 
invalidism, then apply surgery after proper pre-operative rest. 
When, as a result of this thorough pre-operative preparation, it is 
found at the operation that certain parts of the sexual apparatus 
can be conserved, it is of equal importance, from the standpoint of 
end results, that these cases be given a prolonged post-operative 
quietude. 

In closing, it would seem to me that this Society would be doing 
a service to womankind in lending its influence to the perfection 
and adoption of a plan looking toward the standardization of the 
treatment in pelvic infection. 


DISCUSSION OF THE PAPER OF Dr. CLARK. 


Dr. P. B. Salatich, New Orleans. I have listened to this paper with 
considerable interest, and there are several points I would like to discuss 
in connection with it. First, I want to talk about infections from below 
and infections from above. Many women we examine, to our surprise, 
seem to be suffering from some pelvic infection; they have a hymen, but that 
does not mean they cannot become infected from below because they 
have a hymen. But these women seem to be good women, with no evidence 
of infection from below. Quite a lot of work has been done recently about 
focal infection, and in many cases they have tried to exclude every pos- 
sible source from below to account for the infection, and conclude it 
must be from some focus of infection, as the tonsils, teeth, etc. It is 
known now that a good many of the cystic ovaries, although they look 
simple and innocent, are of the streptococcus variety. 

We are sometimes surprised, in doing a simple laparotomy and re- 
secting an ovary, to find that the patient will die of a violent sepsis. 
Experiments have been shown that, if some of these ovaries are tapped 
and pure cultures from the material removed made, it will be found that 
streptococci will grow there, showing that the same growth that you find 
in the ovary will be found in the tonsil or some other focus in the body. 

With reference to abortion, I agree with Dr. Clark about leaving 
abortion cases alone. Many times we find it really the family, and not 
the patient, that prompts us to do something from a surgical standpoint. 
If you wait a while in these cases, even if the secundines are not out, 
in a little while the whole mass will come out, and probably it will only 
be necessary, as I have seen in some cases, to assist nature with a sponge 
on a sponge-holder to loosen the afterbirth, and the patient would either 
have a slight temperature or no temperature, or, after two or three days, 
you will find the afterbirth is entirely separated, and probably right at 
the entrance of the cervix, and by taking a sponge-holder and simply 
turning it around in this way (illustrating) you can loosen the after- 
birth and it comes out as a whole, and the patient goes on and gets well 
without a curettage. 

I would like to take up the after-treatment and divide the subject 
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under three heads: First, non-operative; second, preliminary to operation; 
and, third, operative. 

First, or non-operative, or purely medical: By this we understand 
cases in which every possible means to relieve or cure the patient of 
either an acute or subacute inflammation. I do not mention the chronic 
variety, for I do not believe it possible to cure a chronic condition under 
this form of treatment alone. 

Let us take a case, for example, of a patient found to have pain, 
fever and swelling in one or both adnexa. In these cases we get quicker 
and better results, as a rule, when treated in an institution than at 
home. Many cases, where this treatment is tried at home, cause disap- 
pointment at the slow results of your efforts. By transferring your 
patient to an institution you often get results in a few days, the temper- 
ature drops, the pains lessen, and your patient is on the road to recovery. 
Time prevents me from discussing why this occurs, but suffice it to say 
that in most cases the orders are not carried out as per your directions 
and absolute rest is not adhered to. The patient is kept constantly in 
bed, not being allowed to get up for anything. Copious hot douches, it 
matters not what you use, for it is the heat that does the good. Ice 
bag to the abdomen, free purgation, giving some saline about every 
third day. Some preparation of viburnum is helpful, giving it at first 
at intervals of three hours and then, as the pain subsides, every four to 
six hours. 

I would like to mention a case to show what absolute rest will ac- 
complish. Mrs, A. had an abortion several weeks before I was called 
to see her; the secundines were retained for several days, patient having 
a high temperature. When I saw her she had a large, painful mass in 
both sides, her heart was very bad and she had septic arthritis. I ad- 
vised moving her to an institution, and while treating her for her general 
sepsis and myocarditis I gave her treatment for her pelvic infection. 
At the end of two months no mass could be felt in either side and she 
was free from pain. She has remained well of her pelvic trouble, only 
requiring a curettage. 

I will mention another case of pelvic infection to illustrate what 
nature can accomplish in such a case, 

Mrs. E. I opened a large pus tube per vaginam, containing at Icast 
ten ounces of pus. At the end of the month this patient was free from 
pain on that side. About three years afterwards I had occasion to do a 
laparotomy on her and found the tube normal in size, patulous, free from 
adhesion, and the only evidence that the tube was at one time so badly 
diseased was a patulous opening about the center of the tube. 

As to the second class, or those preliminary to operation, these cases 
are treated along the same lines as the first class, but after a time, when 
ali or most of the pain subsides, a mass still remains on one or both sides, 
and the patient remains sterile. The tubes in these cases are probably 
sealed and operation is the only recourse. 

The third or operative class is the more important of all. Many of 
us remember the time when an ovary was as much thought of as a foreign 
body. How many women have had their ovaries sacrificed for some 
nervous or mental disorder. Now, when we have learned the importance 
of the internal secretions and the réle played by the ovaries, we think 
twice before removing an ovary or part of an ovary that can be con- 
served. The pendulum has swung in the opposite direction. To be con- 
servative so as to preserve as much of the pelvic organs as possible, we 
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must be very careful in our dissection, or when the structures are finally 
delivered they will be so lacerated that conservatism will be useless or 
impossible. By trying to cut away all bands that present with scissors 
or a sharp knife, instead of tearing away, and by using a sponge folded 
on a sponge-holder to dissect with, we often can bring the adnexa up 
and have them in a fair state to retain. Never use instruments on 
structures that are to remain. As an example to illustrate what rest 
and conservatism can accomplish, I will report a very interesting case, 
which I would call ultra-conservatism. This case takes in the second and 
third classes of this division. 

Mrs. E. I was called in consultation to see this woman in May, 1912. 
Examination revealed a large, hard, tender mass on her right side and 
one of equal size, but less painful, on her left. This patient was in hard 
luck, and was very anxious for a child. Her first pregnancy ended in 
abortion. When I was called she had an extra-uterine pregnancy on her 
right side and a bad involvement of her adnexa on her left, practically eur- 
tailing any possibility of an offspring. I kept her in bed for two months 
before operation, so as to get her in a good condition and do as much 
conservatism as possible. At operation I found the ovary and the tube 
on the right side involved in an extra-uterine pregnancy. These were 
entirely disorganized and were removed. On the left side the adnexa 
were adherent to the surrounding structure. With great care I carefully 
freed and delivered them. The tube contained about four ounces of fluid 
and the ovary was cystic throughout and about four times its normal 
size. About one and a half inches of the tube was left in. A half inch 
of the tube was split and the mucous membrane and peritoneum sutured 
together. I also turned the flaps back and sutured them so as to keep 
the opening patulous; about one-quarter of the ovary was left in. This 
patient has delivered two babies since the operation. I assisted Dr. 
Lewis in removing about a bucket of extra-peritoneal fibroids from a 
woman about three months pregnant. The pregnancy continued and the 
patient delivered a nine-pound baby six months after. 

In all cases after operation in pelvic infections rest is very important. 
An ice bag should be applied to the lower abdomen soon after operation, 
douches started early, and every care taken, the same as if the case 
would be one of acute infection. The douching should be kept up for 
some time after operation, and careful instructions given the patient 
about proper care and avoidance of intercourse for some time (at least 
two months) after operation. 

Dr. John L. Wilson, Alexandria: I have listened with a great deal 
of interest to the paper of Dr. Clark and I appreciate very much his 
description of the way in which these infections take place. 

I would like to ask Dr. Clark, in closing the discussion, to tell us how 
to differentiate the symptomatology of true pelvic abscess, as he describes 
it, from that of pseudo-pelvic abscess. He also told us that he used to 
think infection took place in the dome or fundus of the uterus. 

We see these cases comparatively often in the work we do in this 
section. I do not know that I am able to tell whether they have infec- 
tion of the interior of the uterus or a true pelvic abscess that he has 
described, or a pseudo-pelvic abscess. I have never been so skilled in 
diagnosis as to be able to tell my patients which particular condition 
existed. 

Dr. Wallace, Alexandria: This paper is to the point, and confirms 
an investigation that was made some years ago by a department in this 
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work of the American Medical Association. A certain communication 
was addressed to general practitioners and surgeons, gynecologists and 
obstetricians, both in this country and in foreign countries, asking them 
what they would do in a case of infection following childbirth in which 
the fetus and placenta were delivered. In all these classes there were 
both affirmative and negative answers, showing all classes still make 
use of the curet. Some of them do it both in this country and in foreign 
countries. Germany particularly was mentioned. The consensus of 
opinion, however, was to leave it alone, giving nature an opportunity. 
A number of hospital records were quoted, showing that many more 
deaths resulted when curettment was employed than when other methods 
were used. 

I want to mention one other factor. Those of us who do this type of 
work in the pelvis can do something in a prophylactic way. If we have 
a patient to contend with whom we fear is going to be infected, we 
should try to adopt prophylactic measures. I remember when I first 
graduated in 1910 one of the first cases I had to deal with had a stormy 
time at delivery. Among other things, she had a hemorrhage or two 
and a long, protracted labor. I found the afterbirth was adherent, and 
notwithstanding the application of all the Crede I knew (and consider- 
able force was used), the placenta could not be delivered. I introduced a 
gloved hand into the uterus and emptied it, but feared I would have 
infection. This was done in a country home. I tried to think of what 
might be done, and I felt that drainage was a great factor. I thought 
probably elevating the head of the bed or putting the patient in the 
Fowler position was of importance. I did this. I thought stimulation 
was needed, so I gave strychnin and gave the patient fluids particularly, 
because she had lost a great deal of blood. I was much gratified about 
a year after that, in reading a paper by Dr. DeLee, mentioning the fact 
that in all cases of infection of this type he elevated the head of the 
bed. I thought it would be well to do that before infection occurred, 
and now, in every case, I have always elevated the head of the bed if I 
suspected that infection may occur. 

There is one type which is rather different from the type mentioned 
by Dr. Clark. I was called in consultation to see a lady who had infec- 
tion following childbirth. On examination I noticed a slight whitish 
discoloration of the vagina. I put in a speculum and it was a typical 
membrane. I made a diagnosis of diphtheritic vaginitis as the cause of 
the trouble. A culture confirmed that diagnosis. I gave her anti- 
diphtheria serum, which cured the disease. 

Dr. O. W. Cosby, Monroe: I do not think anybody could add anything 
of value to Dr. Clark’s paper. It seems to be the last word in the 
pathology of the subject under discussion. Inasmuch as obstetrics and 
abortions especially have been introduced into the discussion, there is 
one other class of cases I do not remember having heard discussed, and 
that is where, after labor, where the fetus and placenta and secundines 
have been entirely delivered, the uterus is left clean and there is sub- 
involution and a large, flabby organ. It usually occurs in a_ poorly 
nourished woman. The uterus will turn backward, or it will be more 
or less kinked, and the lochia becomes foul from stagnation. It is re- 
tained in there, as there is not sufficient drainage; that is a case where 
the Fowler position would be especially beneficial. Some one about six 
or seven years ago called attention to this and advocated placing in the 
uterus a large glass drainage tube. I have had occasion to use that treat- 
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ment in several instances, and it gave splendid results, with no in- 
strumentation whatever. There did not seem to be any laceration or 
abrasion, but there was a low-grade fever. The treatment consisted of 
introducing a large drainage tube, preferably of glass, and putting the 
patient in the Fowler position and leaving her absolutely alone, and the 
temperature dropped immediately. 

Dr. M. F. Bledsoe, Port Arthur, Texas: I appreciate the courtesy 
extended to visitors to discuss this subject. It is intensely interesting 
to me. I feel very much as though Dr. Clark has covered the subject, 
and there might be too much tendency on the part of some to disagree 
with him, when it would seem at times better, when the subject has 
been so ably presented, not to discuss it, because the fundamental facts 
were presented properly. There is no question about that. We appre 
ciate, however, the fact that the time has not been so very long when 
we were agreed that non-interference in the acute pelvic infections was 
the proper course to pursue. That has been a standard to go by. As 
we progress we are more disposed to let these cases alone, so far as 
operative measures are concerned. The point I gained from listening 
to the paper was with reference to when to operate, if we operate at all. 
If I understood him correctly, if the uterus is clean, taking the puerperium 
as it occurs, if there are no retained membranes, it is better for the 
physician to stay out of the uterus. 

In ease of miscarriage, where the cervix has been bruised, ordinarily 
speaking, where there is retention of membranes, early gentle curette 
ment is in line. If the infection has spread into the lymphatics, if it 
be a true pelvic infection, the abdominal operative work should be de- 
ferred, as we gain so much by that delay. 

My only reason for rising is to add to the thought that men from 
other parts of the country believe as Dr. Clark does along this line and 
are practicing along this line. 

I have a good professional friend in my town who has been irrigating 
the uterus with dilute alcohol and has obtained good results from it. I 
have tried it, and when I thought I had gotten good results there was 
some question about it, considering the overwhelming opinions of men 
of larger experience, and I have been inclined to follow their experience 
and watch, and oftentimes, especially in this class of cases, I have 
been rewarded by my watchful waiting. There is no question but what 
abdominal operative work in acute pelvic infection is hazardous, and 
there can also be no question but that the risk is nil when the infection 
has subsided. We know that we do not mind scattering pus from an 
old chronic pus tube. You do not care to drain, and you know you are 
all right. An acute infection should be left alone, as far as possible. 
Of course, in extreme cases, where it seems waiting will not accomplish 
anything, vaginal drainage is always indicated. 

I wish to compliment Dr. Clark on his paper, and his conclusions, to 
my mind, are absolutely correct. 

Dr. W. D. Kelly, Winnfield: I would like to ask Dr. Clark as to the 
value of the vaccins used in a septic condition following a normal labor 
or miscarriage. Of course, this subject is a little out of his line, but 
since I know that Dr. Clark makes a specialty of it I would like to have 
him tell us if he uses any of the vaccins, such as are employed in country 
practice and are put up by the manufacturing pharmacists. 

Dr. Clark (closing): It has always been my conviction that, upon 
oceasions such as this, papers should be prepared upon subjects of common 
interest, upon diseases with which we come in daily contact. 
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It does us good to review our methods, exchange ideas and leave for 
home with possibly a newly added step in treatment. 

In these discussions it is surprising to see how many physicians claim 
to utilize the rest plan or conservative method of coping with infections 
of the pelvis, when, as a matter of fact, my experience teaches me that 
in a general way this plan is rarely carried out in detail, and when 
analyzed is found to be minus many of the small points of refinement, 
these very points being the factors that decide good or bad results. 

The four cardinal points of Simpson’s should be rigidly followed; they 
are so valuable as a guide that they should be named Commandments. 

When these standardized laws are obeyed there will be less mutilating 
pelvis surgery performed, and, further, many will escape the necessity 
of an operation. 

Dr. Wilson asked the differential diagnosis between true and pseudo- 
pelvic abscesses. It is not at all times possible to differentiate before the 
drainage is done. As a general rule, though, in the true pelvic abscess, 
there is not as much peritoneal disturbance and the mass can be felt 
infiltrated in the para-metriak tissue with more definite focalization. Also, 
on palpation, the fundus and tubes move more freely and with less pain. 

My experience with vaccins has not been very elaborate, but, in 
short, it may be said that from the observation of my staff the general 
impression is that they have no special virtue. We feel that in the 
Neisserian type of infection the vaccins in conjunction with rest do 
seem to hasten resolution. 


SYMPOSIUM ON CRIMINAL ABORTION. 


MORAL ASPECT OF CRIMINAL ABORTION.* 
By REV. JOHN D. FOULKES, 8S. J., New Orleans. 


GENTLEMEN—The ethics taught in our medical schools are in 
some respects admirable, and perhaps superior to those of any other 
learned profession. They inculcate a delicate regard for personal 
feelings, the duty of safeguarding the interests of a patient, the 
maintenance of a recognized professional etiquette, not only toward 
brother physicians, but towards the ministers of religion. Un- 
fortunately there is often an absence of sound philosophical train- 
ing in the preparatory schools from which students enter the medical 
curriculum of universities, and this leads to the adoption, in most 
instances, of a sort of stoical view of life, which finds its portrayal 
in the characters admirably but delusively drawn for us by the 
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pagan historians and philosophers of ancient Greece. It is a high 
standard, yet it represents a false estimate of the value of human 
life, and hence is all the more disastrous, inasmuch as it tends 
toward the denial of immortality and moral responsibility. 1 
would account in this way for the prevalence of malpractice. While 
I should think that the universal condemnation of methods of 
destruction, indicated by the very name given to the crime, would 
rouse the reflecting mind to the consciousness of the evil, and make 
an honorable body of men unite in protest against it, still we must 
not forget that the physician is not the regulator of social habits. 
He finds them and their evil results, which he is asked to remedy. 
The appeal of a man or a woman in pain, with the prospects of 
disgrace, and often permanent misery, as a consequence perhaps 
of momentary imprudence, or strong though misplaced affection, 
is a powerful one, and must be weighed in the balance of tempta- 
tion when we judge the ordinary practitioner. It lies with us 
priests, ministers of the gospel to purify the social atmosphere and 
to exercise a proportionate influence upon the medical men with 
whom our ministry brings us habitually in contact. While we 
rarely attempt to interfere with the physician or to anticipate his 
judgment in matters of physical ailments, still we are often called 
upon to give them the views of the Catholic Church on malpractice 
and the reasons of her opposition to it. It is, therefore, a very 
great honor indeed for me to address this learned body of men on 
the moral aspect of a subject which is of vital importance to our 
nation and to every nation of the habitable globe. I mean abortion. 

The church to which I belong teaches that it is never lawful to 
kill the innocent, directly, or, in other words, it is never lawful to 
kill the innocent when the death is intended in itself, or when it is 
inflicted as a means to the attaining of some other object. Such an 
act is expressly forbidden by God. “The innocent and just person 
thou shalt not put to death” (Hxrodus, xxiii) Reason, too, teaches 
this truth, for, if it were lawful directly to kill the innocent, it 
would be so when such a death would be of great advantage to 
some government. But, even to save the State, an innocent man’s 
life must not be taken directly, for the State exists that good men 
may lead honorable and peaceful lives; the State is for the good 
citizen, not the good citizen for the State. Not even the good of 
the State, then, makes it right to take an innocent man’s life, and, 
if that does not justify the act, nothing does, 
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The death of the innocent may be permitted, not intended, when 
it follows from some action lawful in itself which also produces 
an equally immediate and good effect and when this counterbalances 
the evil effect. This, again, is but the application of the principle 
of a double effect, and it is evident from what has been said before. 
The general of an army who orders the bombardment of a be- 
leaguered town knows that his order cannot be executed without 
killing perhaps many innocent non-combatants, yet the action is 
not unlawful. 

Casual homicide, which was not intended in itself, but which 
was the consequence of doing some dangerous action, as furious 
driving in a frequented street, is imputable to the agent, if he ad- 
verted to the probable danger of killing some one. If such probable 
danger did not exist, or was not adverted to, casual homicide will 
not be imputable in consequence, although, if the action be forbidden 
by law, even on other grounds than the chance of its causing an- 
other’s death, and some one is killed by it, some laws punish it as 
manslaughter. 

Bearing these principles in mind we can now treat of the 
Catholic Church’s attitude relative to abortion and certain surgical 
operations concerned with child-bearing. Abortion is the pre- 
mature ejection of the living fetus. The human fetus reaches 
maturity about nine months after conception, but it is capable of 
living even if born a considerable time before maturity. A child 
may live when born at seven months, or even somewhat earlier, 
especially if artificial means are taken for preserving its life. When 
the fetus is ejected at such a time that, in the judgment of a skilled 
physician, it will probably live, this is called acceleration of birth, 
rather than abortion in the strict sense. We are here concerned 
with the lawfulness of procuring abortion and of performing such 
operations as craniotomy and embryotomy, which destroy the life 
of the fetus. There is only question of the living, not of the dead 
fetus, as is obvious. 

Inasmuch as it is never lawful directly to kill the innocent, it 
is never lawful directly to procure abortion at a time when there 
is no probability that the fetus can live outside the mother’s womb. 
This is clear, for the fetus is a human being, with a human soul, 
which, as is commonly held by theologians, is infused into it by 
God at the moment of conception; it has, then as much right to 
live as any one else, and it certainly is innocent of all personal 
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crime. To deprive it directly of the medium in which alone it can 
live is to kill it directly, just as to deprive a man of air by plunging 
him under water is to kill him directly. The direct procuring of 
abortion, then, is never allowed, inasmuch as it is the direct killing 
of the innocent, and intrinsically wrong. In the same way, an- 
ticipated homicide and a grievous sin is committed whenever means 
of whatever sort are taken to prevent conception. However, just 
as the direct killing of the innocent is lawful for a cause, so a 
pregnant woman, who is suffering from disease, or tumor, or any 
complication which threatens life, may lawfully adopt the neces- 
sary means to save herself, even if what is a remedy for her causes 
the death of the fetus. In all these cases we have but the applica- 
tion of the principle of a double effeet—the mother is not bound to 
sacrifice her life by abstaining from the remedy indicated, especially 
as her own death would also involve the death of the child. 

Now, the question arises, “What is to be done in a case where the 
uterus with the fetus is locked in the upper strait, as may happen 
through retroversion, sinking and prolapsus of the pregnant 
womb.” If all other known means of turning or replacing the 
uterus fail, the Catholic moral theologian believes it to be allow- 
able to induce abortion indirectly by procuring the discharge of 
the waters, or by the perforation of the fetal membrane. On the 
same principle, Catholic moral theologians think that it is lawful 
to remove an ulcerated womb, which is threatening the life of a 
pregnant mother, though the operation causes the death of the 
fetus, whose further growth would cause the certain death of the 
mother. All who unlawfully procure abortion incur the penalty of 
excommunication, the absolution of which is reserved to the Bishops, 
by the Constitution “Apostolic Sedis” of Pius IX. 

Craniotomy, or any other similar operation which has for its 
immediate and direct effect the destruction of the life of the fetus, 
is a direct killing of the innocent and is never allowed. If the child 
is already dead, there is, of course, no difficulty in permitting 
craniotomy or embryotomy; but if it is still alive it is not lawful 
to kill it, even if otherwise both child and mother were certain to 
die. Evil must not be done that good may come of it. The end 
does not justify the means. Some medical practitioners consider 
the fetus, until it is born, as a portion of the mother which may 
be destroyed to save her life. This view is not in keeping with 
Christian principles, according to which the child has a soul of its 
own and has its own independent right to live. 
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Here, too, many medical schools teach that such operations are 
lawful if the mother’s life cannot otherwise be saved, because the 
child may be considered a materially unjust assailant of its mother’s 
life and so be lawfully killed; or because, when there is a conflict of 
rights, the stronger right should prevail. The Catholic Church, 
however, asserts that in no sense can it be allowed that the child 
is an unjust assailant of its mother’s life; it is where nature placed 
it, through no fault of its own, and it has a right to be there, and 
to be born. If either is an unjust assailant of the other’s life, it 
is the mother, who voluntarily undertook the obligations of mother- 
hood. In the same way, when the stronger of two conflicting rights 
prevails, this is due to the fault of the other party, and such fault 
is out of the question in this case. Hence, no operation which 
tends directly to the destruction of the life of the fetus is lawful. 

When the child cannot be born in the natural way, and the life 
of both mother and child is in danger, Cesarian section or some 
similar operation may be, and should be, performed, by which the 
lives of both may very probably be saved. Of course, this operation 
of Dr. Porro by which the uterus is removed, together with the 
fetus, requires some special reason to make it lawful, for such 
mutilation of the mother is only allowed when it is necessary in 
order to save life. 

In all operations which involve danger to the life of the child, 
the living fetus should be baptized by the doctor or nurse while it 
is still in the womb. 

In conclusion, I will sum up the Catholic Church’s attitude 
towards the fetus. The principle upon which she decides the moral 
value of operations which involve the extinction or preservation of 
life is that neither the patient nor the practitioner has the right, 
deliberately, to take life, unless it be in necessary—that is, in 
direct—defense against an unjust attack upon one’s own life. The 
child, although not yet fully developed, has life, and the rights 
which the possibility of future life implies. It is not in any sense 
an unjust aggressor. It is not only innocent, and more so than its 
parent, but is in a condition, sick and weak, which demands our 
deep sympathy. The probability that the mother will die, that 
perhaps both she and the infant will die before many weeks, does 
not give to any person the right directly to anticipate God’s decrees 
by procuring or deliberately hastening the death of either child or 
mother. If the contrary principles were to be maintained, then 
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our municipal authorities should have the right, in certain circum- 
stances, to kill all persons who, by reason of contagious diseases, 
are morally sure to bring death upon their roommates or the mem- 
bers of their immediate family with whom they live. The physician 
may feel that he owes the application of all his wit and energy to 
the patient whom he undertakes to restore to health. That is well. 
But God has drawn the line for him at the taking of life under 
whatever plea. He may hold life, but he cannot take it, except 
under a divinely-manifested sanction, and such a sanction the 
physician has no more than the parent. Medical ethics, which 
admit the taking of life directly, are, in this respect, a return to 
the Spartan method, by which the State assumed the right of killing 
every cripple or infant or child, lest it become a burden to the 
commonwealth. For the physician who has no religion which bids 
him recognize God as the arbiter of life, to whose designs we must 
leave the prolongation or the cutting short of man’s temporary 
conditions, the pagan standard is an easy assumption; but it is 
contrary even to the maternal instinct under normal conditions, 
for if you ask the mother—the true guardian of her offspring—she 
will in nearly ever case say, “Save the child; do what you can, even 
if I must die.” And this instinct is from God. It is Christian, 
and saves the race in every true sense of the word. 

Here is the last decision given by the Church on this vital ques- 
tion ; it is dated May 4, 1898: 


**1. Acceleration of birth is not absolutely forbidden. In order to 
render it lawful, however, there must exist not only a just cause for it, 
but it must be done at such a time and by such methods as, under ordi- 
nary Circumstances, are calculated to safeguard the lives of both mother 
and child. 

**2. Abortion (in the sense of propelling or extracting an immature 
and living fetus so as to deprive it thereby of life) is not permissible. 
Cesarean section at a time when the fetus is viable is lawful. 

‘*3. Laparotomy, when necessary to extract an ectopic fetus, is 
allowable; always with the understanding that the physician is bound 
to do his utmost to safeguard the lives of mother and child.’’ 


The Catholic Church does not undertake or limit a law which 
depends on God, the Author of Life. She simply states what the 
discretion and skill of a physician admit as an effort to conserve 
life without violation of the divine precept, “Thou shalt not kill.” 
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REPORT OF COMMITTEE ON CRIMINAL ABORTION.* 


By N. F. THIBERGE, M. D., Chairman. 


The Committee on Criminal Abortion, appointed to draw up a 
law with a wider scope than the present one, with a view of having 
it adopted at the next meeting of the Legislature, begs to report: 

In the first place, we want to thank Dr. Frederick B. Green, 
Secretary of the A. M. A., who has kindly forwarded his whole file 
on the subject for our researches; Dr. Henry Scherck, of St. Louis; 
Dr. F. F. Laurence, of Columbus, Ohio; Dr. C. 8S. Bacon, of Chi- 
cago: Dr, A. R. Craig, of Chicago; as also our District Attorney 
and Mr. Herbert Waguespack, for valuable assistance. 

With this report is a complete list of the laws on criminal abor- 
tion for each individual State, as also a copy of the Federal laws 
on the use of the United States mail for criminal purposes, and 
noted on “File A’’* in our report. 

Under the “Caption B’’ is a list of condensed laws and penalties 
for each State. 

Under the “Title C’’* is a list of all convictions for the crime of 
criminal abortion in each State as we are able to gather them from 
the rich literature kindly loaned us by Dr. Green. Within the last 
fifteen years Louisiana has been able to secure one conviction. 

“File D” enumerates the good points found in thé laws of Mis- 
souri, Indiana and Colorado. We found these especially well 
worded. 

The following named States have already laws against advertis- 
ing for fraudulent purposes : 


Colorado Louisiana Wisconsin 
Kansas North Dakota Towa 

Nevada Wyoming Michigan 
New Jersey Indiana Kentucky 
Washington Missouri Rhode Island 
Tdaho Nebraska Oregon 
Minnesota Ohio 


Other States having laws against dishonest advertising : 


Alabama Utah Pennsylvania 
New York North Carolina West Virginia 
Montana Tennessee Maryland 
South Dakota District of Columbia Massachusetts 
Hawaii Tilinois Oklahoma 
California Connecticut Virginia 


* Read before the Orleans Parish Medical Society, February 25, 1918. [Received for 
publication March 5, 1918.—Eps.] 


7 These three lists are on file for reference, but too voluminous for publication here. 
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As a result of our researches, the Committee considers the follow- 
ing requisites for a good, effective law on criminal abortions: 

1. Revocation of license of any one convicted of criminal abor- 
tion. [This is already enforced in Louisiana. |] 

2. Make it necessary to prove the existence of pregnancy. [This 
also is enforced in Louisiana. ] 

3. Punish those who induce the woman to take the medicine. 

!. Punish those who offer to give, sell, advertise or manufactur 
drugs, medicines or articles to produce abortion. 

5. Punish attempts at abortion. The crime should be held com- 
plete when the drug is administered or the operation is performed, 
regardless of whether the woman or child die or miscarriage results. 

6. Make the dying declaration valid. We strongly recommend 
the adoption of a law similar to that of the State of Missouri, 
whereby the dying declaration is accepted as competent evidence 
not only in trials for abortion, as is the present law of Louisiana, 
but also in cases of attempted abortion. 

7. Allow physician in attendance to testify. 

8. Punish those advertising or making free distribution of any 
medicine or article to secure abortion or regulate menstruation. 

Nos. 3, 4, 5, 7 and 8 are embodied in laws proposed. 

No. 6 is strongly recommended. 


In “File E,” appended to this report, is the draft of a letter 
which our Dr, O’Hara, a member of this Committee, has consented 
to send to each practicing physician in the city, instructing him on 
the method of obtaining a valid dying declaration. 

“File F”’ is a draft of a letter which the Committee recommends 
to send to the clergy of this city, urging them to talk against the 
practice of criminal abortion. 

Your Committee, after careful perusal of the literature, adopted 
the following suggestions: 

1. Making abortion and its cause a reportable disease, as is now 
adopted in France, since last year. 

2. The making of pregnancy, with the expected time of delivery, 
reportable to the Board of Health. 

3. That the profession extend respect and reverence to every 
pregnant woman and discourage, privately and publicly, those who 
try to bring ridicule or contempt upon pregnant women. 

t. To make it obligatory to teach medical jurisprudence and 
medical ethics in all medical colleges. 
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5. To enact and enforce a law against distributing upon streets 
and other public places obscene advertising, and have the mail 
withheld by postoffice authority and the newspaper forbidden by 
the government to publish the advertisement of such as advertise 
for criminal purposes, 

6. To induce the Coroner to send to each physician practicing 
in his district a special. letter, the form of which is described in 
“File E.” 

?. To induce all the clergymen to raise the moral standard of 
their community. 

8. To guard the birth rate of the nation by frequent discussions 
on this subject, by discouraging discussion on birth control, as such 
discussion may tend to encourage criminal abortion. In its in- 
vestigation the Committee was startled to find that it was estimated 
that upwards of five million criminal abortions were performed 
yearly in the United States, and that for every child born at term 
there are 2.5 abortions. 

9. And last suggestion. An ordinance be passed similar to that 
of St. Louis, whereby all lying-in hospitals and sanitariums, and 
those who administer rooms for confinement, be compelled to obtain 
a permit from the Board of Health, their object having to be clearly 
stated, and whereby such institutions could be inspected and closed 
at the discretion of the Board of Health. 

In “File G,” which will be read by the Secretary, is the proposed 
new law. 

In conclusion, the Committee has found, in its last analysis of 
the subject, the greatest amount of good that can be accomplished 
in controlling criminal abortion is done by the individual physician 
in a personal appeal to his patient. It is remarkable how the voices 
of the authorities the world over harmoniously blend in giving this 
advice: “Appeal to the woman herself, to her love of truth and 
innocence; raise her moral sense; educate her on the physical as 
well as the moral ills consequent to this practice.” When a woman 
appeals to him to relieve her of her fetus, so that she may escape 
the care, the burden and the responsibility of a large family, or to 
satisfy the demands of fashionable society or to facilitate her pur- 
suit after pleasure, he should respond by ascertaining her reasons 
prompting such a request, and gently, kindly and patiently convince 
her of the folly of such excuses and give advice measured to the 
individual temperament with tact and with care. The family 
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physician’s opinion carries weight, and his advice, if given with 
tact and sincerity and supported by appropriate arguments, will 
surely be heeded. 

Respectfully submitted, 


(Signed) Nanrctsse F. Turperce, M. D., Chairman; 
Pau GeE.LPI, M. D.; 
E. L. Lecxert, M. D.; 
W. H. Kwotte, M. D. 


SYNOPSIS BY THE COMMITTEE OF ‘‘FILE B.’’ 


Questions. 


Question 1. Of what crime is the woman herself guilty? 

Question 2. What is the charge for killing the child while intending to 
kill the mother? 

Of what crime is the person guilty who gives away, sells 
or advertises abortive drugs and drugs to prevent con- 
ception? 

Question 4. Of what age must the fetus be? 


Co 


Question 3. 


Question 5. What is the charge and penalty when the woman herself 
dies? 

Question 6. May offending physician have his license revoked? 

Question 7. May dying declaration be used? 


Question 8. Is the physician who gives subsequent treatment allowed 
to testify? 


N. B.—On answer sheet read (see next page): 
M.—Murder. 
m.—Misdemeanor. 
Rev.—Revocation. 


Answers to Questions. 


FILE D. 
Synopsis of Punishment. 


No. 1 Punishes inducing abortions. 
No. 2 Punishes advertising for same. 
No. 3 Punishes selling or exposing for sale anything to procure abor- 
tion or prevent conception. 
No. 4 Revokes his medical certificate. 
No. 5 Punishes those applying for same. 
P No. 6 Dying declaration admissible. 
No. 7 Punishes those having in their possession any instrument. 
No. 8 Punishes woman herself. 
No. 9 Punishes manufacturer. 


CebemaGe. ccccscsccce .& & ¢ 

THINGS. c ge ccecccoss ‘. €. 4 No. 3, especially well worded. 
 ccncecenahae 1, 2, 4, 5. No. 2, especially well worded. 
WMBccccceccsccecse 1, 4. 

Se a & 4 

Louisiana......... 1, 4. 

Massachusetts.......: i a oo 

New Jersey......0e¢ 7, 2, 5. 

sf ae 1, 8, 4, 9. 

eer 1, 4, 3 No 3, especially good against advertisers 


who regulate the monthly flow. 
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LAW OF ABORTION IN MISSOURI. 


There is no penalty fixed for a woman who performs an abortion on 
herself. She is not guilty of any crime under our statutes. 

The wilful killing of an unborn quick child by any injury to the 
mother, which would be murder if the mother’s death resulted, is made 
manslaughter in the first degree, punishable by imprisonment for not less 
than five vears in the penitentiary. This is a felony. 

By the law of 1907 it is made manslaughter in the second degree, a 
felony, punishable by imprisonment in the penitentiary for not less than 
three nor more than five years, for any person to give, sell or administer 
to a woman, to procure for her to take any drug, medicine or article, 
to use upon her or advise her to use any instrument or method or device 
to procure or promote a miscarriage or abortion, provided it results in 
the death of such woman or quick child, unless, if the party who uses or 
advises the medicine or means is a licensed physician and finds it neces- 
sary to preserve the life of the woman or child, or unless, if the one who 
does so is not such a physician, it is advised to be necessary by such 
licensed physician. 

It is further provided by the same law that, if the attempt does not 
result in such death, the crime shall be the felony of abortion and shall 
be punished by imprisonment in the penitentiary for not less than three 
nor more than five years or by imprisonment in jail for not more than 
one year, or by fine not exceeding $1,000, or by both such fine and im- 
prisonment; and it is further provided that any physician who is guilty 
of the act shall be liable to have his license to practice revoked by the 
State Board of Health in their discretion. 

A new section was also added in the law of 1907, providing that in 
prosecutions for such offenses the dying declaration of the woman whose 
death was caused by the abortion shall be received as evidence, under 
such restrictions as surround the admissions of such declarations in 
murder trials—that is, the woman must be shown to have been of sound 
mind at the time of making the statements offered, and the declarations 
must have been made in anticipation of death, the victim being convinced 
at the time that she is about to die. 

This same section also provides that no one shall be convicted of the 
offense on the dying declaration of such woman without some corrobora- 
tion as to the fact of the abortion having been committed; and it also 
provides that any physician or surgeon who attended the woman after 
the abortion shall be allowed to testify to any facts relevant to the issue, 
and shall not be disqualified as a witness on account of the privileged 
relation of physician and patient. 

There are also statutes in this State prohibiting the sale, giving away 
or advertising of any medicine or article for procuring an abortion or 
preventing conception. Such offense is made a misdemeanor, punishable 
by fine of not more than $1,000 nor less than $50, or by imprisonment in 
jail for not more than one year, or both. It is stated, however, that the 
section shall not be so construed as to affect legitimate medical colleges 
or standard medical books or the practice of regular practitioners or 
druggists in their legitimate business. It is further made a misdemeanor 
to receive or carry or send any such things or advertising matter, and 
it is punishable by fine of not more than $1,000 nor less than $50, or 
imprisonment of not more than one year in the county jail, or both. The 
destruction of all raw materials, tools and implements used to manufac- 
ture such articles is authorized by our statutes. 

Another section of our law prohibits advertising, or keeping for sale 
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or gratuitous distribution, any secret drug or nostrum for destroying 
pregnancy or preventing conception. It is made a misdemeanor, punish- 
able by fine not exceeding $1,000 or imprisonment in jail not exceeding 
six months, or both. 


Section 1825 (Laws of Missouri, 1907): 

‘*Any person who, with intent to produce or promote a miscarriage 
or abortion, advises, gives, sells or administers to a woman (whether 
actually pregnant or not), or who, with such intent, procures or causes 
her to take any drug, medicine or article, or uses upon her or advises 
to or for her the use of any instrument or other method or device to 
produce a miscarriage or abortion (unless the same is necessary to pre- 
serve her life or that of an unborn child; or if such person is not duly 
a licensed physician, unless the said act has been advised by a duly 
licensed physician to be necessary for such a purpose), shall, in event of 
the death of said woman or any quick child whereof she may be pregnant, 
being thereby occasioned, upon conviction, be adjudged guilty of man- 
slaughter in the second degree and punished accordingly (that is, by im- 
prisonment in the penitentiary for a period of not less than three nor 
more than five years), and, in case no such death ensue, such person shall 
be guilty of the felony of abortion, and upon conviction be punished by 
imprisonment in the penitentiary for not less than three nor more than 
five vears, or by imprisonment in jail not exceeding one year, or by fine 
not exceeding $1,000, or by both such fine and imprisonment; and any 
practitioner of medicine or surgery, upon conviction of any such offense 
as is above defined, shall be subject to have his license or authority to 
practice his profession as physician or surgeon in the State of Missouri 
revoked by the State Board of Health in its discretion.’’ 


LAW OF LOUISIANA. 


Abortion.—807. Whoever shall feloniously administer, or cause to 
be administered, any drug, potion, or any other thing, to any woman for 
the purpose of procuring a premature delivery, and whoever shall ad- 
minister, or cause to be administered, to any woman pregnant with child, 
any drug, potion, or any other thing, for the purpose of procuring abor- 
tion or a premature delivery, shall be imprisoned at hard labor, one to 
ten years. (Louisiana Laws, 1896, p. 196.) 

Revocation, Medical Certificate——Sec. 16. If any person legally prac- 
ticing medicine or midwifery in this State shall be conviéted of a crime, 
or shall commit any act of gross unprofessional misconduct, either of the 
State boards shall have the power to institute proceedings for the pur 
pose of having the certificate or permit withheld by such person revoked, 
and if it shall be shown that such physician or midwife has been con- 
vieted of a crime or has done an act of unprofessional misconduct, the 
court shail have the power to revoke the certificate or permit of such 
person. (Acts 1914, No. 56, p. 145.) 


FILE E. 


New Orleans, 1918, 
Dr. 
Dear Doctor—When called upon to handle a case on whom a eriminal 
abortion has been performed, you can aid us in the following manner. 
1. When death is impending and while the patient is still in her right 
mind, notify this office. By so doing, your interests are safeguarded and 
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at the same time you give us an opportunity to place the responsibility 
where it belongs. 

2. When, on account of conditions, a notification of this office seems 
inexpedient, secure the following dying declaration, after first convincing 
the patient that you have no hope of her recovery: 


Questions: 
What is your name? 
I have diagnosed your case and you are in immediate danger of 
death and there is no hope of your recovery. 
Do you appreciate the seriousness of your condition? 
Do you believe that you are about to die? 
Have you any hope of recovery? 
Do you understand these questions fully? 
Are you able to give a clear account of the cause of your illness? 


Answer: 

Believing that I am about to die, and having no hope for re- 
covery, and of my own accord, make the following state- 
ments while sound of mind and in full possession of my 
faculties. [Here follows the statement of the pateint.] 

Witnesses: BN raccentitcnasictonqrdsotteseuneseoutceceenin 


3. If still in doubt as to what should be done, advise with the Chair- 
man of the Criminal Abortion Committee, who will safeguard your in- 
terests. ° Fraternally, 

Siiccertice aimee ations Coroner. 


To the Rev. i scimieladegebiolaaionbupialicities 
Ried sacnsuaniiliasuiiaiaunicaaiats Chureh, New Orleans. 

Rev. Dear Sir—Knowing your interest in whatever tends to elevate 
the moral standard of our community, the Orleans Parish Medical Society, 
through the undersigned Committee, respectfully and earnestly requests 
your coéperation in the effort it is making to combat the unspeakable 
practice of criminal abortion. (Five thousand criminal abortions are 
taking place annually, corresponding to two and one-half abortions for 
every full-term baby born in this city.) It would ask you to urge your 
congregation to extend respect—nay, reverence—to every pregnant 
woman; to ask them to discourage both privately and publicly those who 
ridicule and contemn women in pregnancy. Your own good judgment 
will suggest the way to do this in suitable words, without giving offense 
to innocent hearers, while being sufficiently clear to be understood. 

Thanking you, 


FILE G. 
Proposed Law. 


Section 1. Be it enacted by the General Assembly of the State 
of Louisiana, That whoever shall, for the purpose or with the in- 
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ient of procuring a premature delivery or abortion, se]l or lend, or 
offer to sell or lend, or advise to use or in any form, advertise or 
expose for sale, either orally or in writing, or who shall in any 
manner or form distribute any drug, potion or instrument, or any 
other article or thing to any person, shall be guilty of a felony and, 
on conviction, shall be punished by imprisonment in the State 
Penitentiary for a term not exceeding two years. 

Sec. 2. Be it enacted by the General Assembly of the State of 
Louisiana, That whoever prints or publishes an advertisement of 
any secret drug or nostrum purporting to be for the exclusive use 
of females, or which cautions females against their use when in a 
condition of pregnancy, or in any way publishes any account or 
description, or any secret drug or nostrum purporting to be ex- 
clusively for the use of females, or for preventing conception or 
procuring abortion or miscarriage, shall be fined $500 and im- 
prisoned ten days to six months. 

Sec. 3. Be it further enacted, etc., That nothing in this Act 
shall be construed as amending or repealing Act No, 24 of 1883, 
entitled “An Act to amend and re-enact Section 807 of the Re- 
vised Statutes of 1870, relative to attempt to procure premature 
delivery or abortion,” or any part thereof. 


BULLETIN OF THE LOUISIANA STATE 
MEDICAL SOCIETY 


Edited by DR. L. R. DE BUYS, Secretary-Treasurer. 





ANNOUNCEMENT 
Section on Medicine and Therapeutics—Dr. J. L. Adams, Monroe, 
Chairman. 
Section on Tropical and Preventive Medicine—Dr. J. J. Ayo, Raceland, 
Chairman. 


‘*The Bass-Watkins Agglutination Test for Typhoid’’—Dr. Foster M. 
Johns, New Orleans. 

Section on Bacteriology and Pathology—Dr. J. J. Wymer, New Orleans, 
Chairman. 

‘*Epidemie Meningitis, with Special Reference to Types of Meningo- 
coeci and the Transmission of the Disease’’—Dr. C. W. Duval, New Or- 
leans, 

To open discussion. Dr. Wm. H. Harris; Dr. Jos. J. Wymer, New 
Orleans. 

Section on Diseases of Children—Dr: Geo. Kreeger, Lake Charles, 

Chairman. 
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‘« Practical Congenital Syphilis’’—Dr. Chas. J. Bloom, New Orleans, 

To open discussion: Dr. H. E. Menage, New Orleans. 

‘* Acute Nephritis in Childhood’’—Dr. Solon G, Wilson, New Orleans, 

‘‘Bone Regeneration in Children’’—Dr. John F, Oechsner, New Or 
leans. 

‘*Vomiting in Infaney and Childhood’’—Dr. L. R. DeBuys, New Or 
leans. 


Section on Eye, Ear, Nose and Throat—Dr. T. J. Dimitry, New Orleans, 
Chairman. 

‘‘The Importance of an Early Diagnosis and Treatment of Middle 
Ear Diseases’’—Dr. M. P. Boebinger, New Orleans. 

To open discussion: Dr. C. A. Weiss, Baton Rouge; Dr. Homer Dupuy, 
New Orleans. 

(The subject on the eye to be furnished later)—Dr. H. Dickson Bruns, 
New Orleans. 

To open discussion: Dr. J. L. Seales, Shreveport; Dr. I. F. Mitchell, 
Alexandria. 

‘*The Running Ear’’—Dr. Geo. Taquino, New Orleans. 

To open discussion: Dr. J. A. Blanchard, Shreveport; Dr. J. T. 
Crebbin, New Orleans. 

‘*The Cross-Eyed Child Neglected’’—Dr. J. Hume, New Orleans. 

To open discussion, Dr, D. C. Iles, Lake Charles; Dr. E. R. Gandy, 
Alexandria. 


Section on Nervous and Mental Diseases—Dr. C. S. Holbrook, Jackson, 
Chairman. 

‘*Society Largely Responsible for Some of the Most Potent Factors 
of Nervous and Mental Diseases’’—Dr. J. Cheoton King, A. B., M. D., 
Atlanta, Ga. 

To open diseussion: Dr. J. A. O’Hara, New Orleans. 

‘*Shell Shock ’’—Dr. Chas. S. Holbrook, Jackson, La. 

To open discussion: Dr. Marcel J. deMahy, New Orleans. 


Section on Gynecology and Obstetrics—Dr. W. D. Phillips, New Orleans, 
Chairman. 

‘*The Outdoor Clinic of the Lying-in Hospital: Its Aims, Its Achieve 
ments’’—Dr. J. W. Newman, New Orleans. 

To open discussion: Dr. Wm. D. Phillips, New Orleans, 

‘*A Gynecological Gunshot Wound’’—Dr. Maurice J. Gelpi, New Or- 
leans. 

‘*The Treatment of Eclampsia’’—Dr. Hilliard E. Miller, New Orleans. 

‘*The Interposition Operation for Prolapsus Uteri’’—Dr. C. Jeff Miller, 
New Orleans. 

(Title to be furnished later)—Dr. S. M. D. Clark, New Orleans. 


Section on Diseases of the Skin—Dr. J. N. Roussel, New Orleans, 
Chairman. 


‘‘Effeect of Lemon Juice in Pellagra’’—Dr. J. N. Roussel, New Orleans. 


Section on Genito-Urinary and Rectal Diseases—Dr. HI. W. E. Walther, 
New Orleans, Chairman, 
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‘*Social Aspect of Venereal Diseases’’—Dr. M. W. Swords, New Or- 
leans. 

To open discussion: Dr. Oscar Dowling, New Orleans. 

**Ts Syphilis Curable?’’—Dr. A. Nelken, New Orleans, 

To open discussion. Dr. Paul Gelpi, New Orleans. 


Section on Radiology and Radiotherapy—Dr. Adolph Henriques, New 
Orleans, Chairman. 
**Paper on Radium Therapy’’—Dr. FE. C. Samuel, New Orleans, 
‘‘The Present Status of the Rentgen Diagnosis of Pulmonary Tuber- 
culosis’’—Dr. Adolph Henriques, New Orleans, 


Section on Surgery and Anatomy—Dr. J. M. Batchelor, New Orleans, 
Chairman. 

‘A Simple Surgical After-Treatment’’—Dr. E. L. Sanderson, Shreve- 
port, La. 

‘*A New Technic for Suspension of the Kidney’’—Dr. Rawley M. 
Penick, Shreveport, La. 

‘‘The Function of the Gall-Bladder. An Experimental Study’’—Dr. 
F, C. Mann, Rochester, Minn. 

‘*Ruptured Gastric and Intestinal Uleers’’—Dr. H. W. Kostmayer, 
New Orleans. 

‘*The Inguinal Approach for the Radical Cure of Femoral Hernia’’— 
Dr. Lucian H. Landry, New Orleans. 

‘“The Surgical Treatment of Pott’s Disease’’—Dr. P. A. MelIlhenny, 
New Orleans. 

‘*Loeal Anesthesia in Operations for Goiter’’—Dr. A. A. Keller, New 
Orleans. 

(Title to be furnished later)—Dr. C. G. Cole, New Orleans. 





ORLEANS PARISH MEDICAL SOCIETY NOTES 


RECOMMENDATIONS TO DELEGATES OF THE LOUISIANA 
STATE MEDICAL SOCIETY. 


The following recommendations and instructions to the delegates 
to the Louisiana State Medical Society were offered by Dr. Theodore 
J. Dimitry and unanimously adopted at the regular meeting of the 
Orleans Parish Medical Society held Monday, November 26, 1917: 


‘*Before proceeding with the election of delegates and alternates to 
the next meeting of the Louisiana State Medical Society, I have thought 
out a little plan which may meet with the approval of this Society, and, 
if accepted, it would mean the instruction of ,its delegates to carry out 
these aims. In the election of delegates it is desired not to embarrass any 
one who may object to my suggestions. 

‘“My appeal is for the good of State medicine and a desire to cast 
aside any interest other than that which would be best for the betterment 
of organized medicine. Hence, I move that the Orleans Parish Medical 
Society instruct its delegates to extend an invitation to the members of 
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the Louisiana State Medical Society to acccept the hospitality of the 
Orleans Parish Medical Society and join us in a common domicile. 

‘«By extending this invitation we are moving to a mutual benefit. The 
Orleans Parish Medical Society has a well-constructed, heated and con- 
veniently located domicile, with numerous medical periodicals, reading- 
room and a medical reference library which we are proud of. And, I ask, 
shall we offer these advantages where they may serve a great benefit, or 
is it the desire of this assembly to retain these solely for ourselves? 

‘The State Medical Society should have a place which it could call 
‘home,’ and we have it in our power to assist in establishing the ideal 
of every member of organized medicine. Our brethren would be pleased 
to know when on a visit to New Orleans there is a congenial home for 
them, with the convenience of writing material, medical periodicals and 
a medical library. 

‘*The State Medical Society stenographer might have offices here, 
making it handy for the members to obtain information and may reason 
ably serve their wants. The expense of maintenance would be small, 
certainly not greater than has been provided in the past budget of the 
Society, and, in addition, offering many improved facilities to the mem- 
bers, as also the pleasure of a social intercourse, which undoubtedly should 
be encouraged. 

‘*Henee, for the above considerations, I move that the delegates be 
instructed as stated above.’’ 





MEDICAL SECTION, LOUISIANA STATE COMMITTEE 
COUNCIL OF NATIONAL DEFENSE. 


The Medical Section, as authorized by the Council of National 
Defense at Washington, D. C., has been operating since August, 
1917. A classified list has been made of the majority of the medical 
profession of the State. About 25 per cent. of the profession has 
failed to reply to the several communications sent them. 

A fairly accurate list of Louisiana physicians in service has been 
made and kept up to date, with notation of changed location when- 
ever information has been available. 

Three bulletins of information have been issued and sent to all 
of the physicians in the State, to the officials of other States and 
to others interested. The Medical Section has been in close con- 
tact with the Medical Reserve Corps examiners and with officials 
of the government and of the Council of National Defense, with 
a view to codperation. 

A contribution of $1.00 was solicited from each physician of 
Louisiana. After repeated requests for such aid for the expense 
of the Medical Section, a total of $86.00 has been received. The 
Executive Committee of the Medical Section is grateful to the 
eighty-six physicians who have helped. The expenses of the com- 
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mittee have so far amounted to about $300.00, all of which has 
been paid, by the $86.00 contributed and .by the personal advances 
of the Chairman and the Secretary of the Medical Section. 

Unless a further contribution is afforded by the physicians of 
the State the Medical Section must discontinue its activities, as 
there is apparently no other source of revenue and the officers of 
the Medical Section are not willing to pay all of the expenses. 

The mobilization of the profession of the State and the further 
usefulness of the Medical Section in coérdinating with the office of 
the Surgeon General for service at home and for the interest of 
those who have gone into service abroad are expected of the pro- 
fession of this State. The material effort of the Medical Section 
hitherto will permit its fulfillment of these obligations when the 
profession of the State remaining at home is willing to afford the 
means to that end. 

Any contributions of aid may be sent to the Executive Committee, 
P. O. box 778, New Orleans. 

IsaAporE Dyer, Chairman, 

Oscar DowLtinG, Vice-Chairman. 
lL. R. DeBuys, Secretary. 

Kk. L. Lecxerr, Assistant Secretary. 





NEWS AND COMMENT 





Tue Lovurstana State Mepican Sociery will hold its annual 
meeting in New Orleans, April 16, 17 and 18, under the presidency 
of Dr. Clarence Pierson, of Jackson, La. Sessions will be held at 
the Hutchinson Memorial Building of the Tulane College of Medi- 
cine. 

THe AMERICAN GYNECOLOGICAL AssoctATION will meet in Phil- 
adelphia, under the presidency of Dr. John G. Clark, May 16, 17 
and 18. 

TUBERCULOSIS OF Stock ANIMALS.—According to the report of 
the chief of the Tuberculosis Division, Bureau of Animal Industry, 
of 14,000,000 cattle and sheep slaughtered during the fiscal year 
ending June, 1917, 3,397,000 were tuberculous. He thinks that 
swine are infected from skim milk returned from creameries, and 
that this by-product should be pasteurized. 

War Course IN Dentistry.—The American Institute of Dental 
Teachers, at its recent meeting in Pittsburg, appointed a committee 
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to formulate a standard course for dental colleges. Dr. Abram 
Hoffman, of Buffalo, is the secretary. 

GOVERNMENT TAKES Over SanitrartumM.—The Jackson Health 
Resort at Dansville, N. Y., is now a government hospital, with 
Major Arthur H. Crosbie, of Boston in charge. It will be known 
as Hospital No. 18. Soldiers and officers of the United States from 
home and abroad will be received as patients. When improvements 
are completed, there will be accommodations for 500, 

JourNAL DiscontinuEs.—The St. Paul Medical Journal las been 
discontinued in order to clear the field for Minnesota Medicine, the 
journal of the Minnesota Medical Association. 

It WAS AGREED at a meeting held in Paris on November 3, 1917, 
of delegates of the International Surgical Society from Belgium, 
France, Great Britain, Serbia and the United States of America, 
that (1) the International Surgical Society be dissolved after the 
publication of the volume of transactions of the meeting held at 
New York City, April 14, 1917; should any money remain after 
the publication of the volume such money will be divided pro rata 
among members; each member of the Austro-German group will 
receive his share, but the money belonging to members from other 
nations will be retained and applied to some object of scientific 
reparation in Belgium. (2) A new society will be created after 
the war on a similar basis, to be called the “Inter-Allied Surgical 
Society.” Surgeons of neutral countries may also be elected 
members. 

AMERICA OUTDOING GERMANY IN CHEMICAL Propucts.—A re- 
port by Prof. D. D. Jackson, of Columbia University, states that 
the war has given a great impetus to the manufacture in this coun- 
try of lenses, pharmaceuticals, synthetic perfumes, flavoring ex- 
tracts, saccharine and many other products, and that, with the 
proper legislation, this country can compete with any other nation 
in the manufacture of chemicals. We are able, says the report, to 
make our own laboratory glassware of a quality superior to that of 
Germany or Austria. Our plants are now producing large quan- 
tities of phenol, every pound of which before the war came from 
Europe. 

Deatrus OF PitysicraAns 1N 1917.—The Journal of the A. M.A. 
for January 9 reviews the reports of 2,300 deaths of physicians 
noted in the Journal during 1917. Senility, heart disease, cerebral 
hemorrhage, pneumonia, accidents, nephritis and surgical operations 
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were the chief causes of deaths, and the average age was 60 years, 8 
months and 13 days. 

ANESTHETISTS NEED Nor Be Prtysictans.—An opinion has re- 
cently been handed down by the Attorney General of Wisconsin 
stating that “the giving of an anesthetic under the direction of a 
physician does not require the anesthetist to hold a medical license, 
and this practice is, therefore, not to be considered a violation of 
the statute.” 

Women Nurses on Hosprrat Suires.—For the first time in 
American history, women nurses are to be employed on hospital 
ships. The “Comfort” and the “Mercy” have been fitted with ac- 
commodations for 300 patients each, and special quarters for the 
women nurses. 

Yate Mepicat Scnoor Has Apequate ENDOWMENT.—PYesi- 
dent Arthur Hadley, of Yale University, recently announced that 
the Yale Medical School now has at its disposal the sum of $2,568,- 
812, donated through the generosity of its friends, which insures 
the perpetuation of the school and makes possible its affiliation with 
the New Haven Hospital. 

Touro Inrirmary Nurses Grapuate.—On March 9, 1918, 
twenty-six nurses received their diplomas from the Touro Infirmary 
Training School for Nurses. The occasion was marked by simple 
exercises, the Rev. Max Heller delivering the invocation and Dr. 
Robert Booth Acker, assistant surgeon, United States Public 
Health Service, making the principal speech of the evening. 

CampaiGN AGarnst VENEREAL DisEAsE.—The United States 
Public Health Service has invited the States to help in a campaign 
against venereal disease and to prevent the next increment of the 
draft from having the high venereal rate of the last. The following 
plans have been suggested: The establishment of venereal clinics by 
health authorities in contiguity to army contonments; the creation 
of new or the utilization of existing hospital facilities for the treat- 
ment of those infected; legal enactment; and public education, in 
which the problem is to be relieved of all moral and social issues 
and placed solely on a basis of control of communicable diseases. 
The Health Service will work on the evidence that the prevention 
of infections in the military is largely dependent on the degree with 
which these infections are prevented in the civil community. 

“Tre Eyes or THE Navy.”—Binoculars, spy-glasses, telescopes, 
sextants and chronometers are still urgently needed by the navy, 
even though the first appeal, sent out several weeks ago through the 
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daily press, resulied in the receipt of over 3,000 glasses of various 
kinds. The United States has heretofore been obliged to rely almost 
entirely upon foreign countries for its supply of such articles, but 
these channels are now closed, and as no stock is on hand in this 
country to meet the present emergency it has become necessary to 
appeal to the patriotism of private owners. All such articles should 
be securely tagged, with name and address of the donor, and for- 
warded by mail or express to the Hon. Franklin D. Roosevelt, As- 
sistant Secretary of the Navy, care of Naval Observatory, Wash- 
ington, D. C. 

CuristT1AN Screntist Brines Surr.—Miss Grace M. Trankla 
filed a suit in New York City recently for $12,150, the sum alleged 
to be due her for services rendered. This is said to be the first suit 
ever brought by a Christian Science practitioner. 

Unirep Srares Hosprrat in Japan.—The American Red Cross 
has accepted the offer of St. Luke’s International Hospital at Tokio, 
Japan, to use its establishment in case it is needed by the military 
or naval forces of the United States. 

Crarrey Hoserran Orrers Serums ror Sate.—The laboratories 
of the Charity Hospital announce the distribution of tetanus and 
of diphtheria antitoxins to the public through the drug stores, in 
sterile syringes ready for administration and at prices commensurate 
with the cost of production. The superintendent of the hospital 
asks the codperation of the profession. 

Tue WarpDEN McLean AvpitTorium was dedicated at Camp 
Greenleaf, Fort Oglethorpe, on March 11. Through the generosity 
of Mrs. William McLean, of Philadelphia, a building capable of 
holding some 1,800 medical officers in training has been erected in 
connection with the Medical Officers Training Camp at Fort Ogle- 
thorpe. On the occasion of the opening of the auditorium, among 
the notables present were Gen. W. C. Gorgas, Lieut. Col. Wm. 
Welch, Lieut. Col. Victor C. Vaughan, Col. E. L. Munson, Drs. 
Franklin Martin, E. P. Davis and others. The invocation was de- 
livered by Bishop Gaylor, of Tennessee. 

TuLtaNe Unir (Base Hospirat 24) landed “somewhere in 
France” on March 6. This unit left New Orleans in September, 
remaining at Fort Oglethorpe several months before orders to move. 

SicKLes Funp.—The commission in charge of the Sickles Dis- 
pensary Fund asks the aid of physicians in limiting the service of 
this fund to the needy poor, for whom this philanthropy was in- 
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tended. The large service rendered by the Sickles Fund has invited 
abuse of its charity by those who do not fall within its application. 
Physicians should be careful in endorsing prescriptions for free 
distribution, except in cases of those patients known to be too poor 
to pay for medicine, 

Docrors HeLp ror SELLING Narcorics.—Drs. A. A. Robert 
Bankowsky, Ira FE. Booth, John L. Corish and M. A. DiPreta wer 
arrested and arraigned before a United States Commissioner in 
New York as the result of information obtained by a naval surgeon 
from a sailor who had been obtaining drugs. 

Banquet to Dr. SrerpHeN SmitH.—A banquet to Dr, Stephen 
Smith, of New York, the “Grand Old Man” of American medicine, 
in honor of his ninety-fifth birthday, was held at the Battle Creek 
Sanitarium, Mich., on February 19. Dr. Smith gave a most inter- 
esting account of the changes he had witnessed in the methods of 
his profession. About one hundred medical officers from Camp 
Custer were present. 

PREVALENCE OF TUBERCULOSIS IN THE UNITED Strates.—T he 
National Association for the Study and Prevention of Tuberculosis, 
according to its latest estimate based on a revised conception of the 
prevalence of the disease, as the result largely of the examination 
of recruits and drafted men for the new army and navy, figures that 
there are probably between two,and three million active cases of 
tubercul -‘s in the United States. About two per cent. of the men 
of draft »ge examined in the country at large were found to be 
tuberculous. At present 43,000 beds are available for tuberculosis 
n the United States, and 50,000 more hospital beds are needed to 
cope with the problem. 

New Orveaxs Heaurit Rerorr.—The City Board of Health, in 
ts February report, stated that communicable diseases reported 
showed a decrease of 56 per cent., as compared with February of 
last vear, and the number of. cases and the deaths from communi- 
cable diseases had shown a decrease of 60 per cent. 

Removats.—Dr. V. lL. Sandifer, from Victoria to Mansfield, La. 

Major A. W. Williams, M. C.. U.S. A., from Fort Benjamin Har- 
rison, Indianapolis, Ind., to 3425 Newark street, Washington, D. C. 
Dr. J. D. Hartzo, from Atlanta to Bivins, Texas. 
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BOOK REVIEWS AND NOTICES 





A Compend of Bacteriology, including Pathogenic Protozoa, by Robert 
L. Pitfield, M. D. Third edition. P. Blakiston’s Son & Co., Phil 
adelphia. 

The author brings up to date, in a concrete form, essential informa 
tion on a most important subject. There has been rearrangement of the 
chapters and much new matter has been included in this edition. The 
book can be recommended to students of medicine and also to practition- 
ers who require information on pathogenic bacteria and the fundamentals 
of bacteriology. C. C. BASS. 


The Clinical Pathology of the Blood of Domesticated Animals, by Samue! 
Howard Burnett, A. B., M. 8., D. V. M. Second edition. The Mac 
Millan Company, New York. 

This book is written especially for students and practitioners of veter 
inary medicine, and no doubt will be found a useful and almost necessary 
standard textbook on the subject. It is very well written indeed, and 
every page shows the touch and influence of a trained observer. 

The work will also be very usefnl to students and investigators of the 
blood of man and the diseases affecting it. 

At the end of each chapter a long list of references to the literature 
on the subject of that chapter is given. c..c. B. 


A Reference Hand Book of the Medical Sciences, by various writers. Third 
edition. Revised and rewritten. Edited by Thomas Lathrop Sted 
man, A. M., M. D. Volume VIII. Wm. Wood & Co., New York. 

This volume completes the present revision of this standard work of 
reference. -We can commend the exceptional care and effort of the editor 
in the assembling of material and of men in the contributions to the 

several volumes which have been included in the publication, and it is a 

privilege to congratulate him on the result. It is difficult to keep pacé 

with the medical literature of the day, but, altogether, the Reference 

Handbook has managed to hold its own in maintaining its value as a 

guide to the current practitioner. The work is concluded with a compre 

hensive veneral index. DYER. 


PUBLICATIONS RECEIVED 





J. B. LIPPINCOTT COMPANY, Philadelphia and London, 1918, 

The Spleen and Anemia, by Richard Mills Pearce, M. D. Se. D., with 
the assistance of Edward Bell Krumbhaar, M. D., Ph. D., and Charles 
Harrison Frazier, M. D., Se. D. 

Blood Transfusion, Hemorrhage and the Anemias, by Bertram M. Bern 
heim, A. B., M. D., F. A. C. 8. 


W. B. SAUNDERS COMPANY, Philadelphia and London, 1917. 
Infant Feeding, by Clifford G. Crulee, A. M., M. D. 
Tumors of the Nervus Acousticus, by Harvey Cushing, M. D. 
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A Clinical Manual of Mental Diseases, by Francis X. Dercum, A. M., 
M. D., Ph. D. 

The American MDlustrated Medical Dictionary, by W. A. Newman 
Dorland, A. M., M. D., F. A. C. S. Ninth edition, revised and enlarged. 

Materia Medica: Pharmacoiogy: Therapeutics: Prescription Writing, 
by Walter A. Bastedo, Ph. G., M. D. 

A Practical Textbook of Infection, Immunity and Specific Therapy, 
by John A. Kolmer, M. D., Dr. P. H., M. Se., with an introduction by 
Allen J. Smith, M. D., Se. D., LL. D. Second edition, thoroughly revised, 

American Addresses, by Sir Berkeley Moynihan, M. S., F. R. C. 8. 

The Third Great Plague, by John H. Stokes, A. B., M. D. 

War Nursing, by Minnie Goodnow, R. N. 

Clinical Lectures on Infant Feeding. Boston Methods, by Lewis Webb 
Hill, M. D.; Chicago Methods, by Jesse Robert Gertsley, M. D. 


THE YEARBOOK PUBLISHERS, Chicago, 1917. 

Practical Medicine Series. Volume IX: Skin and Venereal Diseases, 
edited by Oliver 8. Ormsby, 1. D., and James Herbert Mitchell, M. D. 
Volume X: Nervous and Mental Diseases, edited by Hugh T. Patrick, 
M. D., and Lewis J. Pollock, M. D. 


LEA & FEBIGER, Philadelphia and New York, 1917. 
A Pocket Formulary, by E. Quin Thornton, M. D. Eleventh edition, 
revised. 


THE MACMILLAN COMPANY, New York, 1918. 
Typhoid Fever, by Frederick P. Gay. 


WASHINGTON GOVERNMENT PRINTING OFFICE, Washington, 
D. C., 1918. 
Public Health Reports. Volume 33, Nos. 5, 6, 7, 8 and 9. 
Report of the Health Department of the Panama Canal. November 
and December, 1917. 


MISCELLANEOUS. 

Report of the Philippine Health Service. January 1 to December 31, 
1916. (Manila Bureau of Printing, P. I.) 

Proceedings of the Medical Association of the Isthmian Canal Zone. 
(Panama Canal Press, Mount Hope, C. Z.) 

The Poison Growth of Prussianism; Frenzied Liberty, by Otto H. 
Kahn, 

REPRINTS. 

Radium in the Treatment of Certain Types of Uterine Hemorrhage 
end Uterine Fibroids; Ligation or Excision of the Peivic Veins in the 
Treatment of Puerperal Pyaemia, by ©. Jeff Miller, M. D., F. A. C.S. 

















Mortuary Report. 
MORTUARY REPORT OF NEW ORLEANS. 
Computed from the Monthly Report of the Board of Health of the ¢ 
of New Orleans, for February, 1918. 


| White. 
Colored 


Typhoid Fever 

Intermittent Fever (Malarial Cachexi: 1) 
Smallpox. -- 

Measles 

Scarlet Fever 

Whooping Cough --- 
Diphtheria and Croup 
Intluenza wee 

Cholera Nostras 

Pyemia and Septicemia 
Tuberculosis 

Cancer- 

Rheumatism and Gout--_--- - 
Diabetes _ 

Alcoholism 

Encephalitis and Meningitis 
Locomotor Ata: iXxla 

Congestion, 

Paralysis : 

Convulsions of Infanc cy 

Other Diseases of Infancy 
Tetanus. - 

Other Nervous Diseases 

Heart Diseases -..-......-- 
Bronchitis _- 

Pneumonia and Broncho-Pneumonia _- 
Other Respiratory Diseases -___------- = 
Ulcer of Stomach 

Other Diseases of the Stomach 
Diarrhea, Dysentery and Enteritis 
Hernia, Intestinal Obstruction 
Cirrhosis of Liver 

Other Diseases of the 

Simple Peritonitis 

Ap ype sndicitis 

Bright’s Disease_ __- 

Other Genito-U rinary Diseases 
Puerperal Diseases _- 

Senile Debility 

Suie ide 

Injuries __ 

All Other Causes 


6 


16 
TOTAL... 7 wes 8 | 252 660 
Still-born Children—White, 15; colored, 17; 
Population of City (estimated)—White, 276,000; colored, 102,000; 
total, 378,000, 
Death Rate per 1,000 per Annum for Month—White, 17.48; 
29.08; total, 20.62. Non residents excluded, 18.58, 
METEOROLOGIC SUMMARY (U.S. Weather Bureau). 


Mean atmospheric pressure . 30.14 


Mean temperature 63. 
Total precipitation ... 2°1 inehes 
Prevailing direction of wind, south. 





